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ABSTRACT 
Sexual assault is significant in our society and has ramifications for all women. L o w 
levels of reporting are often the response of victim/survivors to community attitudes 
towards sexual assault. 
The central purpose of the current study was to explore the attitudes and beliefs about 
sexual assault of a group of health and welfare professionals in the Central Highlands 
region of Victoria. The approach taken was a feminist-based, small scale, explanatory 
study, with selection of participants using a "snowballing' approach. Fourteen health and 
welfare professionals participated in taped interviews that sought responses to questions 
aimed at identifying the participant's understanding of the causes, prevalence, incidence, 
disclosure, and effects of sexual assault. Participants were also asked to identify 
components that they would like to have included in a future training program about 
sexual assault. 
Dominant discourses identified in the literature include mythologies about sexual assault 
linked to psychoanalytic, victim precipitation, family dysfunction and psychological 
theoretical frameworks for understanding sexual assault. This thesis provides a feminist 
analysis of sexual assault and a feminist critique of professional discourses, which 
subordinate the experiences and deny the voices of victim/survivors of sexual assault 
Results of the study provided evidence showing that attitudes and beliefs of participants 
included theoretical frameworks for understanding sexual assault that often ignore the 
role of power and gender, and are based on the behaviour and/or psychology of 
victim/survivors and perpetrators. These results have implications for rural 
victim/survivors of sexual assault and professional practice. The study identifies a need 
for sexual assault training for health and welfare professionals in rural communities. 
1 
I1TTROPVCTIOI 
Sexual violence against women, such as rape, sexual assault and sexual harassment, is 
the most common form of violence perpetrated against women (Bennett, Manderson & 
Astbury, 2000). Despite societal beliefs that sexual assault is perpetrated by "strangers in 
the street', sexual assault is more commonplace within the supposed "safety' of the 
family home (Bennett et al., 2000). Furthermore, sexual assault by a stranger is likely to 
be a single event, while sexual violence in the home is likely to be repetitive and 
escalating over time (Bennett et al., 2000:1). 
While accurate figures of incidence and prevalence of sexual assault in Australia are 
unknown, recent studies have attempted to gain some understanding of these. Surveys 
conducted by the Australian Bureau of Statistics (ABS) showing incidence rates of 
sexual assault of women 18 years and over, for the period 12 months prior to the study, 
reported figures of 1.9% (ABS, 1996 - being a random study of 6,300 women), 0.4% 
(ABS, 1998 - a household study of crime and safety) and 0.08% (ABS, 2001 - reported 
cases of sexual assault for 1999-2000). The Women's Safety Survey (ABS, 1996 in 
D'Arcy, 1999) found approximately 34,000 Victorian women had experienced violence 
or the threat of sexual violence during the same period. The 1998 Victorian Crime 
Victimisation Survey found women were ten times more at risk of being sexually 
assaulted than men (D'Arcy, 1999). Studies seeking the prevalence rates of child sexual 
assault in 1994-1995 indicate 1.1 per 1,000 substantiated cases (those reports 
investigated by police and found to "have some basis"), with girls the victims in 7 6 % of 
these substantiated cases (D'Arcy, 1999:14). Fleming's (1997) random study of 
Australian women showed 2 0 % of respondents had experienced child sexual assault, 
with 1 0 % of assaults having been reported. Previous studies indicate that women and 
men with disabilities (including mental illness) are at an increased risk of sexual assault 
(D'Arcy, 1999). Sobsey and Doe's (1991 in Howe, 1999) study of people with a 
disability who had reported sexual assault indicated that 95.6% were experienced by 
women aged 21 years and above. 
Previous research indicates that sexual assault is a gendered crime, with women most at 
risk of sexual assault (Cook, David & Grant, 2001). However, prevalence and incidence 
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rates of sexual assaults of w o m e n and children do not take into account crimes of sexual 
assault which are not reported, with non-reporting shown to be due to the 
victim/survivor's feelings of shame and guilt, and fears of not being believed following 
disclosure (D'Arcy, 1999). The consequences of sexual assault can lead to emotional, 
physical, psychological and societal costs for victim/survivors, their families and others 
and these can be compounded following inappropriate responses to disclosure (D'Arcy, 
1999). A n empowering response by health and welfare professionals is vital to enable 
the victim/survivor to move on to recovery (Freedman & Want, 1992). 
It is evident that rape has occurred in Australia since the early days of settlement, with 
the rape of convicts and Aboriginal w o m e n and children being documented (Allen, 1990; 
Daniels, 1984 in Breckenridge & Carmody, 1992). Disregarding the existence of sexual 
violence, societal attitudes have invariably reflected myths and misconceptions that serve 
to obscure the victim/survivor's experience. In denying the experience of the rape, 
w o m e n and children were either not believed or accused of "instigating' the offence 
(Breckenridge, 1992). 
The issue of sexual violence against women and children has been a focus of feminism in 
Australia since the emergence of second-wave feminism in the 1970s and early 1980s 
(Kelly, 1988). Prior to this re-emergence of feminism, sexual assault was concealed 
within the social context of a patriarchal system, which subordinates the experiences of 
w o m e n and children as victim/survivors of sexual assault. Feminist analysis of sexual 
assault applies the concept of patriarchy as linked to issues of power and gender, and 
challenges the ideology of sexual assault based on mythologies, which define the 
experience of victim/survivors (including their role in the crime); stereotype 
victim/survivors; and, minimise the effects of sexual assault (Kelly, 1988). 
Community attitudes towards sexual assault are founded on myths and misconceptions 
about the nature and facts of the crime, gender and power issues and the effects of sexual 
trauma. Popular perception is that rape is primarily by unknown perpetrators, when 
studies show, that in the majority of cases of sexual assault, the victim knows the 
offender (D'Arcy, 1999). Responses by the community to the issue of sexual assault are 
often based on beliefs of sexual assault as "rape by strangers in which a weapon is used 
and the w o m a n resists" (Kelly, 1988:51), and the rights of males to have sex 
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(Bennett et al., 2000). Although challenged by the Women's Movement of the 1970s and 
1980s, these attitudes remain engrained in the attitudes of the broader community (Scott, 
Walker & Gilmore, 1995). 
Attitudes among the professional community reflect those held by the general 
community (Breckenridge, 1999). Theorised as the power of subjugation and silences, 
professional discourses about sexual assault construct "knowledge' which is seen to be 
"real* and "true' (Breckenridge, 1999). A s an example, the impact of child sexual assault 
on w o m e n survivors are described "as individual psychological, and at times 
pathological", effects which are deemed by professionals as "amenable to treatment" 
(Kelly, 1988:189). This medicalisation of women's experiences of child sexual assault 
and the tendency for helping professionals to place w o m e n into character categories 
(such as mentally ill) fail to expose underlying power relations. Within a professional 
discourse that reflects community myths, inappropriate responses to disclosure 
compound the trauma of sexual assault for victim/survivors (Kille, 1986 in Scott, Walker 
& Gilmore, 1995). 
Victim-blaming attitudes of rural communities, based on mythologies about sexual 
assault (for example, perpetrators as strangers and the promiscuous/seductive behaviour 
of the victim instigating the assault) can compound the effects of sexual assault for rural 
victim/survivors including increased isolation and stigma (Coorey, 1988). There is 
evidence to suggest that rural attitudes towards victim/survivors of sexual assault are 
conservative and resistant to change (Coorey, 1988). While sexual assault in rural areas 
has not been well researched in the past, previous studies show a higher incidence of 
sexual violence in rural regions compared to urban areas (Carrington, 1997). One 
possible reason for this is the historical legacy that tolerates sexual and interpersonal 
violence, where interpersonal violence is seen as a highly regarded attribute of the 
Australian male in rural towns (Carrington, 1997). Rural studies have highlighted issues 
for rural victim/survivors including a lack of available resources, and confidentiality 
(Dietrich & Mason, 1998). The rural Centre Against Sexual Assault (CASA) experience 
points to the unwillingness of professionals in rural communities to develop expertise in 
the field of sexual assault (Ermacora, 1998). 
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There is currently limited research available which explores the views of rural 
professionals working with victim/survivors of sexual assault. The purpose of this study 
is to explore the attitudes and beliefs of a group of rural health and welfare professionals 
in the Central Highlands region of Victoria, with the aim of identifying theoretical 
frameworks based on mythologies and community attitudes about sexual assault. The 
study will also explore previous studies relating to the prevalence, incidence and effects 
of sexual assault; and mythologies of sexual assault that are based on traditional (male) 
ideology, as defined by a patriarchal society, and reinforced within community attitudes 
and the socialised roles of men, w o m e n and children, and the structure of families and 
society. 
In exploring ways in which myths and community attitudes either inform or are informed 
by theoretical frameworks and embraced within professional discourses about sexual 
assault, this study highlights the impact of Psychoanalytic, Victim Precipitation, Family 
Dysfunction and Psychological theoretical frameworks on victim/survivors. Victim 
Precipitation attitudes of professionals for example, can result in victim/survivors 
adopting victim-blaming attitudes of self-blame and guilt, and lead to possible non-
reporting of the offence. Following analysis of the findings and identification of attitudes 
and beliefs linked to theoretical perspectives, this study explores gaps and deficiencies in 
knowledge as identified by participants. Recommendations for a future training program 
about sexual assault are based upon these findings. 
The possible outcome of this study is the provision of a training program about sexual 
assault aimed at improving the knowledge base of health and welfare professionals in the 
Central Highlands region. Training will improve the position of victim/survivors of 
sexual assault by providing improved services through well-trained staff. Within the 
feminist framework of this study, this outcome would further empower health and 
welfare professionals in the region when working towards empowering victim/survivors 
of sexual assault in their community. 
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B A C K G R O V y i ) 
SEXUAL ASSAULT AND CHILD SEXUAL ASSAULT 
This section provides an insight into the prevalence, incidence, disclosure and effects of 
sexual assault and/or child sexual assault for women, marginalised groups of women, 
sexual minority groups and children. The purpose of this section is to provide an insight 
into the prevalence for women as victim/survivors of sexual assault and m e n as 
perpetrators. 
AN HISTORICAL AND LEGAL PERSPECTIVE 
The significance of the early beginnings of sexual assault relate to issues of power. 
Referring to the male-dominated ruling class of the early Greek and Roman civilisations, 
Petrie's (2000:11) discussion of the history of paedophilia provides an overview of child 
sexual assault beginning with the sexual practices of these early civilisations, suggesting 
"that sex was a means of power in ancient Greece and in Roman times; as a means of 
exploitative oppression of women, of slaves and of children". Petrie (2000:11) suggests 
the passive sexual role decreed for w omen led to men turning their sexual attentions 
towards male (and less often, female) children, "because little or no concern would be 
voiced by women". 
Over many centuries the Christian church became the social, moral and sexual watchdog 
to avoid the sexual exploitation of children by adults (Petrie, 2000). Along with the 
introduction of Christianity came changes to child sex and sexuality, not because sex 
with children was frowned upon, indeed sex with a child under seven years of age was 
deemed "inconsequential', rather the church's concern was for the family (Petrie, 
2000:11). These changes came at a time when, under Eighteenth century's English 
C o m m o n Law, women and children became the "property' of the male as father/husband 
and rape was defined in response to social and cultural values which viewed rape as "a 
property crime of man against man" (Brownmiller, 1975:18). Compensation related to 
'damaged' goods (for example, reduced exchange value of daughter in marriage) rather 
than a crime by a man against a woman (Brownmiller, 1975). Together with the concept 
of property, came the development of the concept of childhood (Sullivan, 1992 in Petrie, 
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2000). This emerged from a desire to protect children, although there continued to be 
evidence indicating, "that children were ill-treated and exploited, physically and 
sexually" (De Mause, 1974 in Petrie, 2000:12). 
Carmody's (1992:9) discussion on attitudes to motivation for sexual assault (referred to 
as "rape') in Australia in the late nineteenth century refers to the understanding of rape to 
be motivated by sex, focussing on "male desire for sexual gratification". Allen (1990 in 
Carmody, 1992) suggests where sexual gratification could not be obtained by contract, 
purchase, hire, seduction, fraud or force, males would resort to rape. Other 
rationalisations for rape included drunkenness, denial of the event, mistaken identity, 
vindictive women, and saving a woman's reputation following consensual sex (Allen, 
1990 in Carmody, 1992). 
Until the early 1900s the crime of rape in Australia was provided under common law. As 
a result incidents of rape, including rape within marriage remained unreported and 
invisible. Following beliefs of w o m e n as conniving and vindictive liars, credibility of 
female complainants became a consideration. The perceived unreliability of the female 
complainant impacted on the way the complainant's testimony was considered (Latham, 
1992). C o m m o n L a w asserted that for a conviction of rape, it was necessary to prove 
sexual intercourse had occurred without consent; rape became "having unlawful sexual 
intercourse with a woman, without her consent, by fear, force or fraud" (Eisenstein, 1984 
in Scott et al., 1995:3). 
The establishment of women's services in the 1970s, together with the development of 
feminist theories of sexual assault of w o m e n and children linked to gender and power, 
created the politicisation of sexual violence (the personal became the political) 
(Breckenridge, 1992). The Australian women's movement recognised violence against 
w o m e n was made invisible "by complicity between male perpetrators and personnel 
charged with enforcing the law..." (Cook & Bessant, 1997:17-18). W o m e n academics, 
lawyers, politicians, and policymakers worked towards law reform. Following new 
policing practices and community discussion of the mid-1970s, significant legislative 
reform recognised violence against w o m e n as a crime, resulted in rape within marriage as 
unlawful, and re-defined rape as "as vaginal, anal, and oral penile penetration.. .by 
manipulation of objects by a person of either sex.. .indecent assault, such as forcing 
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someone to watch pornography or masturbation" (Scott et al., 1995:3). Legislation also 
outlines a range of circumstances around non-consent to sexual activity, that is "the 
absence of consent where a woman is afraid for herself or someone else, has been 
threatened, is mistaken about the identity of the person or the nature of the sexual act, or 
believes that the act is for medical purposes" (Scott et al, 1995:3-4). While some states 
(for example, Victoria) continue to refer to the term "rape' others (including N e w South 
Wales) use the term "sexual assault' (Scott et al., 1995). Scott et al., (1995) point out that 
the term "rape' generally explains the act of penetration, while the term "sexual assault' 
refers to a continuum of violence that have legal consequences. 
The concept of a continuum of sexual violence is defined as ways of documenting and 
naming a range of sexual "abuse, intimidation, coercion, intrusion, threat and force whilst 
acknowledging that there are no clearly defined and discrete analytic categories into 
which men's behaviour can be placed" (Kelly, 1988:75-76). This concept was used to 
describe the extent and range of sexual violence recorded in Kelly's (1988) feminist 
study of the experiences of a group of American victim/survivors of sexual assault. In 
referring to Kelly's concept of a continuum, Stout and McPhail (1998:7) further suggest 
the continuum framework as "all elements of the continuum graduate into each other and 
are interrelated, connected, and often indistinguishable". 
The Centre Against Sexual Assault (in applying a feminist based philosophy) provides a 
working definition of sexual assault, noting that workers respond to the victim/survivors 
definition of her experience to include any sexual behaviour by the perpetrator which 
makes her feel uncomfortable or afraid (Scott et al., 1995). 
SEXUAL ASSAULT: PREVALENCE, INCIDENCE, DISCLOSURE AND EFFECTS 
This study takes a feminist approach and acknowledges difference according to age, 
ethnicity, ability and geographical location. Discussions relating to the prevalence, 
defined as identification of groups most at risk of sexual assault; incidence, referring to 
experiences of sexual assault over a period of time (a year); disclosure, relating to rates 
of reported sexual assault; and effects, being the short and long term consequences of 
sexual assault, specific to: women, marginalised groups of women, men, and sexual 
minorities: lesbian women, gay men and transgender persons. 
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Feminism acknowledges the roles of power and gender as central to sexual assault. 
These issues are discussed in detail in the sections following this. Studies described in 
this section highlight the issue of sexual assault for women, that is as a gendered crime. 
Sexual assault and women 
Prevalence 
In this study, prevalence refers to the group most at risk of sexual assault. This has been 
determined through studies by Mazza, Dennerstein and Ryan (1996) and the C A S A 
Survey and Phone-In (D'Arcy, 1999). 
The objective of Mazza et al.'s (1996) Australian study was to determine the prevalence 
of domestic violence, childhood abuse and sexual assault of women attending 15 general 
practices in metropolitan Melbourne. A cross-sectional, questionnaire-based prevalence 
survey involved 3026 w o m e n 18 years and over attending for a consultation at the time 
of the study (Mazza et al., 1996). Mazza et al.'s (1996) study found that 1 3 % of 
respondents had experienced rape or attempted rape; and that 3 0 % of respondents had 
been victim to some form of sexual assault since the age of 16, indicating a prevalence of 
sexual violence against w o m e n of almost 1 in 3 women. The potential problem of non-
disclosure by participants because of fear of trauma associated with disclosure, or stigma 
attached to sexual assault, together with the preclusion of women from non-English-
speaking backgrounds (use of a self-administered questionnaire) may have been a 
possible source of bias within the study. However, with a response rate of over 3000 
(72%) Mazza et al.'s (1996) study appears to give valid indicators of levels of prevalence 
in this group of participants. 
The objectives of the CAS A survey and Phone-In included identifying the incidence, 
prevalence and effects on victim/survivors, of sexual assault in Victoria (D'Arcy, 1999). 
The majority of participants (304 w o m e n and 43 men) of the Phone-In (53%) and the 
C A S A survey (56%) were living in regional or rural areas of Victoria. The C A S A 
survey and Phone-In reported that 8 8 % of the sexual assaults were experienced by 
females, mostly perpetrated by a male (93%) and mostly by a perpetrator known to the 
victim/survivor (86%) (D'Arcy, 1999). 
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In summary, studies by Mazza et al. (1996), and the C A S A survey and Phone-In 
(D'Arcy, 1999) show a prevalence for women as victim/survivors of sexual assault, 
mostly perpetrated by males known to the victim/survivor. 
Incidence 
While prevalence rates provide indicators of groups most at risk of sexual assault, 
incidence rates show incidents of sexual assault within the period specified. Recent 
surveys by the Australian Bureau of Statistics (ABS) indicate that 1.9% (ABS, 1996) and 
0.4% (ABS, 1998) of w o m e n participants over the age of 18 years experienced sexual 
assault in the 12 month period leading up to the surveys. 
The Women's Safety Survey conducted by the ABS (1996), specifically focused on 
physical and sexual violence against women, collecting information from a random 
sample of 6,300 Australian w o m e n 18 years of age and over, and measuring the nature, 
extent, disclosure and effects of sexual violence, where sexual violence was defined as an 
incident of sexual assault or threat. Results showed that during the 12 months prior to 
the survey 133,100 w o m e n (1.9%) experienced sexual violence, with 9 8 % of 
victim/survivors sexually assaulted by a male (ABS, 1996). While the relatively small 
sample size limits generalisability of the results, and the survey measured responses for 
women 18 years and over only and fails to measure sexual assaults of adult males, it does 
contribute valuable knowledge to the current limited literature of prevalence of sexual 
assault in Australia (Cook et al., 2001). 
The national Crime and Safety Survey was a household survey conducted by ABS (1998) 
to estimate the level of victimisation in the Australian community, and included 
questions relating to sexual assault. The study defined "sexual assault' as an incident of a 
sexual nature involving physical contact including rape, attempted rape, indecent assault 
and any intention of sexual assault (ABS, 1998). Information was collected from 
females 18 years and over. Sexual harassment was not included (ABS, 1998). Results 
demonstrated that 0.4% of respondents experienced at least one sexual assault during the 
12 months prior to the survey (estimated to be 30,400 women); and that 2.5% of 18-19 
year old females were victim/survivors of sexual assault in the year leading up to the 
survey (ABS, 1998). 
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Reporting data derived from information recorded in official crime reports as prepared by 
police, the A B S document 4510.0 Recorded Crime, Australia (2001) included reports on 
sexual assault offences as reported to police. The document reported that the recorded 
rate of sexual assault for the period 1999 to 2000 in all States and Territories of Australia 
showed 15,630 reports over the twelve month period (an increase of 10.8% compared to 
the period 1998 to 1999), with incidence rates for Victoria at 51.6 per 100,000 (that is, 
2,474 reports of sexual assault in Victoria for this period) and 81.6 per 100,000 (that is 
15,630 reports of sexual assault) in Australia (ABS, 2001). 
In summary, previous studies by the ABS show incidence rates of sexual assault in 
Australia as 1.9% (ABS, 1996), 0.4% (ABS, 1998), and 0.08% (ABS, 2001). With the 
majority of incidents of sexual assault not included in recorded police data or disclosed, 
an accurate figure of the incidence of sexual assault is not possible (Carrington, 1997). 
Discussions of the incidence rates of sexual assault rely on levels of disclosure and 
recorded data, however a large number of sexual assaults are unreported and unrecorded. 
There are a number of reasons for some victims of sexual assault not disclosing or 
reporting. 
Disclosure 
The difficulties around disclosing sexual assault lead to a "hidden' group of victims who 
do not report the assault to police or health professionals, "making them invisible in 
official statistics" (Schwartz, 1997:xi in D'Arcy, 1999:8). This is particularly so for 
prostitutes and homeless persons, w h o often feel powerless to report, or are discouraged 
by police from reporting (Alder, 1989). 
A household survey, the Crime and Safety Survey (ABS, 1998), found only one-third 
(33%) of victim/survivors reported recent incidents of sexual assault. Some reasons 
given for non-disclosure included: the victim felt it was a personal matter, and, the victim 
would "take care of it' (total of 2 3 % of responses to reasons for non-disclosure) (ABS, 
1998). 
The Phone-In and CAS A survey documented the narrative responses of victim/survivors 
including information relating to the non-reporting or reporting of sexual assault. 
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Information was collected via a questionnaire of open ended and closed questions, from 
304 w o m e n and 43 m e n who responded to the Phone-In and C A S A survey (D'Arcy, 
1999). Asked if respondents had reported the sexual assault to police, sixty-eight (40%) 
of respondents to the C A S A survey and 62 (36%) of callers to the Phone-in survey 
responded that they had reported the sexual assault to police (D'Arcy, 1999). The most 
c o m m o n reasons for non-reporting included fear of the offender (14%), lack of faith or 
trust in the criminal justice system (12%), and fear of not being believed (9%) (D'Arcy, 
1999). 
Mazza et al.'s (1996) study of 3026 women attending 15 Melbourne-based general 
practices, aimed at determining levels of disclosure to general practitioners. The study 
showed that while 9 % of participants had disclosed the sexual assault to their doctor, 
5 3 % of victim/survivors had never disclosed the sexual assault to their doctor because 
they did not believe it to be relevant to the consultation; 2 7 % because the doctor never 
asked, 1 0 % because they were too embarrassed; and 1 % did not trust their doctor. The 
belief that there was no relevance to the consultation reflects women's failure to connect 
sexual assault with short and long term health effects of sexual assault (Mazza et al., 
1996). 
Non-disclosure and non-reporting of sexual assault lead to "hidden' statistics of the 
incidence and prevalence of sexual assault and the impact on the victim/survivors ability 
to access support services, and for their experiences to be heard. 
Effects of Sexual Assault (Personal, societal and family) 
Frazier's ongoing American research that commenced in 1990 included a study of the 
impact on victim/survivors following the experience of sexual assault (defined as rape). 
Data for the (1990) study was gathered from victim/survivors seen at a hospital-based, 
sexual assault service. While results of Frazier's first study (1990) suggested that self-
blame was related to levels of depressive symptoms, and level of societal blame, this 
study was seen to be limited for several reasons, including that the data was collected 1 
week post-rape. The second cross-sectional study of 59 college w o m e n who had 
experienced sexual assault approximately 8 years prior assessed "the relations among 
attributions, control beliefs, and long-term recovery" (Frazier, 2000:3). Results 
suggested that self-blame was associated with increased distress/psychological symptoms 
12 
and impacted on the victim/survivor's beliefs of their self and others (Frazier, 2000). The 
cross-sectional, longitudinal study which followed the previous two studies, focussed on 
the relationship between attributions/perceived control and post rape symptoms. Data 
was collected from 104 victim/survivors of rape, completing questionnaires at six 
different periods from 1 week to 1 year post rape (Frazier, 2000). The results of this 
study showed self-blame as associated with more distress, and depressive symptoms. In 
addition, increased levels of thinking about "Why' the sexual assault occurred were 
strongly linked to increased symptoms of anxiety and posttraumatic stress disorder 
(PTSD) than to other symptoms (Frazier, 2000). Overall, Frazier (2000:8) completed 
five studies, suggesting that self-blame is related to increased symptom levels and poorer 
recovery, and that "thinking more often about why the rape occurred is itself associated 
with more psychological distress". Frazier's (2000:9) study found that "all types of 
attributions including both self-blame and external blame and thinking more often about 
why the assault occurred consistently are associated with higher symptom levels". 
The Consultation on Sexual Violence Against Women convened as a result of the 
October 1999 Global Forum for Health Research, and involved persons from various 
cultural, institutional and professional backgrounds concerned with violence against 
women. The consultation included a workshop that identified the "costs' of sexual 
violence against w o m e n in terms of "personal', "societal", and "family' identifying links 
between sexual violence and women's health, and the impact on families and society 
(Bennett et al., 2000). 
At a personal level, the Consultation identified emotional, physical, vocational and 
financial costs to victim/survivors. Impact on families ranged from the effects on 
children witnessing sexual violence, the problem of inter-generational transmission of 
violence within the family, short and long-term impact on family cohesion and stability, 
and reduction in financial status. The consultation identified costs at the societal level to 
include: costs to health and community services, the criminal justice system, 
productivity, increased HIV/STD transmission, decline in level of education and 
increased cost of training community workers to respond to sexual violence (Bennett et 
al., 2000). 
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The effects on emotional health and well being identified by victim/survivors of sexual 
assault in the Phone In and C A S A survey included "low self esteem, depression, anger 
and rage and a sense of guilt" (D'Arcy, 1999:37). Seventy-four percent of participants in 
the C A S A survey and 3 8 % of Phone-in participants identified fears or phobias, with 5 4 % 
of w o m e n and 4 7 % of m e n identified the consequence of sleep disorders, and 4 1 % of 
w o m e n and 2 3 % of men had attempted suicide (D'Arcy, 1999). Identified effects most 
often related to relationships and parenting, including 5 9 % of w o m e n and 6 0 % of m e n 
fearing intimate relationships following sexual assault, and 3 8 % of respondents having 
concerns about parenting (D'Arcy, 1999). 
Marital Sexual violence: 
High rates of marital sexual violence contradict the myths around "stranger danger'; with 
findings that marital rape along with date rape or rape by ex-partners is perhaps one of 
the most poorly understood form of sexual assault (Easteal, 1997). Finkelhor and Yllo's 
(1995) American study of marital rape highlighted a lack of public awareness of marital 
rape, based on secrecy due to shame, and intimidation by abusers with threats, and 
"emotional blackmail', and a process of "brainwashing' that leaves victims feeling that 
they are to blame for the sexual assault. 
Of the 347 respondents to the Phone-in and CASA survey of victim/survivors, 79% 
identified that they knew the offender, and 1 4 % of respondents indicated that the 
perpetrator of the sexual assault was a partner or ex-partner (D'Arcy, 1999). Easteal's 
(1994) survey of 2852 female victim/survivors of sexual assault found the husband/de 
facto or estranged husband/de facto to be the perpetrator for 12.7% respondents. Marital 
sexual violence (or marital rape) is often a part of emotional and physical abuse within 
domestic violence (Easteal, 1997). The Northern Territory Domestic Violence Data 
Collection Project (July 1998 to June 1999) reported 2552 incidents of domestic violence 
in a comprehensive collection of statistical information relating to domestic and family 
violence and sexual assault. The study reported that sexual assault occurred in 1 0 % of 
domestic violence incidents (Office of Women's Policy, 1999). 
Easteal's (1994) study of 2821 responses showed 42.2% of sexual assaults perpetrated by 
husband/de facto or estranged husband/de facto were reported to the police. Factors 
affecting the reporting of marital rape include fear of the offender; belief that the police 
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would not act; and failure to recognize or acknowledge the assault as rape (Easteal, 
1997). Easteal (1994 in Easteal, 1997:24) provides a narrative response by one 
victim/survivor who found difficulty recognizing the violence by her partner as sexual 
assault: 
In both instances I felt that it was m y fault because I didn't fight or object strongly 
enough, even though I had made it clear that I didn't want sex prior to the assault. Even 
now it is confusing - it is difficult for me to see that I was assaulted or "attacked' even 
though I did feel I was violated. 
Sexual assault and marginalised groups of women 
The following sections will highlight issues of prevalence, incidence and effects of 
sexual assault, and barriers to reporting, in recognition that sexual assault may be 
experienced differently, and effects (while similar) are dependent on these differences. A 
discussion on sexual assault and non-English speaking, elderly and disabled w o m e n is in 
recognition of these groups of w o m e n as marginalised (by definition) and less powerful 
(as women) (Breckenridge & Carmody, 1992). 
Sexual assault and older women 
Central to feminist understanding of sexual assault is the acknowledgment of power and 
control over the powerless. Power is central also to the issue of elder abuse, including 
the abuse of older w o m e n (50 years and over), who are often dependent on others 
(spouse, adult child, institution or other) as carers. Elderly w o m e n are discriminated 
against not only as "women' but because of their age, often resulting in the "silencing' of 
the victim, and protection of the perpetrator (McCarthy & Smith, 1998 in D'Arcy, 1999). 
Lower reporting rates of sexual assault or participation in surveys or studies by older 
w o m e n (as a marginalised group, compared to younger women) may be due to additional 
factors such as comfort with the methodology of the survey (telephone surveys) (D'Arcy, 
1999). D'Arcy (1999) believes such a finding also indicates that this group of older 
w o m e n are hesitant to report or disclose their experiences of sexual assault. The high 
proportion of responses to the Phone-in from w o m e n over 50 years of age (27%) does 
not concur with the number of responses to other reports or studies by w o m e n in this age 
group (D'Arcy, 1999). 
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The Australian Institute of Criminology conducted a national survey of victim/survivors 
of rape, which provided quantitative data as well as qualitative material. The 2,852 
completed surveys that contributed to this study showed 1.0% of w o m e n respondents 
(disclosing experiences of sexual assault) were over 50 years of age (Easteal, 1994). The 
researcher believes the findings of this study reflect a lower rate of disclosure from older 
w o m e n as victim/survivors of sexual assault compared to female victim/survivors in 
general (for example, Mazza et al.'s (1996) cross-sectional study of 3026 women which 
found 1 3 % of w o m e n had experienced sexual assault in the twelve months prior to the 
study). 
Responses to surveys such as the Phone-in survey (1998) indicate that older women 
experiencing sexual assault are not reporting or accessing support services such as C A S A 
(D'Arcy, 1999). Reasons for non-reporting include: where the perpetrator was also their 
spouse/carer, not wanting to get the perpetrator "into trouble', or fear of being placed into 
care (CASA, 2000). The fear of crime in public places, "stranger danger', consistently 
reflected in the media, impacts on older women through a fear of public places, leading 
to many elderly w o m e n remaining in their homes. The result of this behaviour can be 
social isolation, with consequences of risk of deterioration in mental health and general 
well being (CASA, 2000). 
NESB/Ethnic women as victim/survivors of sexual assault 
While small-scale surveys such as the Women's Safety Survey are unable to accurately 
determine figures relating to the incidence of sexual assault of w o m e n from non-English-
speaking backgrounds (referred to in this study as "NESB'), this survey found that 1.0% 
of respondents were N E S B w o m e n and had experienced an incident of sexual violence in 
the 12 months prior to the survey (ABS, 1996 in Cook et al., 2001). The Women's Safety 
Survey also revealed that N E S B women had higher rates of non-reporting (96%) than 
w o m e n born in Australia (83%) (ABS, 1996). Factors leading to the non-reporting of 
sexual assault include a limited understanding of the concept of sexual assault. Many 
w o m e n from ethnic backgrounds have difficulties recognizing or acknowledging sexual 
assault as a crime of rape. The concept of sexual assault generally corresponded with 
vaginal penetration and assault outside the marriage (Quarter W a y to Equal, 1994:83 in 
Easteal, 1997). Easteal's (1997) sample of immigrants confirmed that some did not 
define non-consent sexual activity perpetrated by their partner as violence, and tended to 
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minimise the impact of the act. Non-disclosure of sexual assault is also often a lack of 
knowledge of appropriate services available to victim/survivors of sexual assault; and, 
fear and shame, including fear of being alienated from their ethnic community (New 
South Wales Standing Committee on Social Issues 1993:228-9, in Cook et al., 2001). 
Older NESB/ethnic women and sexual assault 
As noted above, abuse of elderly w o m e n is an exercise of power and control over 
powerless victims (Sta Ana-Gatbonton, 1999). As for other older w o m e n in our 
community, older non-English speaking w o m e n are also vulnerable to sexual assault 
from family members, carers, and others but have additional issues around culture and 
communication, which often prevent victim/survivors reporting the abuse. These barriers 
also present difficulties for collecting data on the incidence of sexual violence against 
N E S B older w o m e n (Sta Ana-Gatbonton, 1999), 
Sexual assault of women with disabilities (including mental illness) 
Eighty-three percent of w o m e n with disabilities will experience sexual assault at some 
time during their lifetime, with studies showing links between the level of disability (in 
particular mental illness) and risk of sexual assault (Sobsey, 1988; Sobsey, 1994 in 
D'Arcy, 1999). Frawley (1998 in D'Arcy, 1999) states that prevalence and incidence 
rates of the sexual assault of people with an intellectual disability are unclear, due to 
(CASA) surveys and police data failing to record any disability experienced by 
victim/survivors disclosing sexual assault. 
The high incidence of the sexual assault of people with disabilities reflects the inequity of 
power between the person and her/his carer, be it an institution or family. The degree of 
control of carers leaves people with disabilities dependent on the carer, reducing their 
control "over their body, their environment and the actions of others against them", and 
increasing the likelihood of sexual assault (Chenoweth, 1995:40). 
Research into prevalence of abuse (including sexual assault) of people with disabilities 
has been difficult for many reasons including the persons inability to speak out, lack of 
advocates for those living in segregated accommodation, victim/survivors fear of losing 
support of current provider, and hesitation of services to place this abuse into the public 
arena (Chenoweth, 1995). Chenoweth (1995) refers to the findings of the Alberta study 
17 
of people with disabilities who had been sexually abused, showing a gender incidence of 
78.9% females and 21.1% males. 
Previous Australian studies of sexual assault on people with disabilities or mental illness 
are limited. However, C A S A initiated a feminist research project " W o m e n who have 
been sexually assaulted - their experience of psychiatric services'(Graham, 1994), a 
study of 31 w o m e n over 18 years of age, not experiencing psychosis, currently using a 
psychiatric service or having accessed such a service since 1986, and having identified 
themselves as being a victim/survivor of sexual assault. The value of this qualitative, 
exploratory research project is in its principles of "the narrative', documenting the voices 
of the 30 participants as "knowledge', as a way of bringing about change in service 
provision. 
Findings of the Graham (1994) study included that most participants had been sexually 
assaulted by more than one perpetrator, with 1 in 3 experiencing sexual assault both as a 
child (with the perpetrator mostly a family member (15 out of 23) and as an adult (with 
the perpetrator mostly an acquaintance). Many participants of Graham's (1994) study 
had been sexually assaulted while an in-patient of a psychiatric hospital. Four sexual 
assaults were committed by a male psychiatric in-patient, one by a nurse, one by an ex-
psychiatric in-patient, and one by a psychiatrist, and they believed that this seemed to be 
condoned by workers through a lack of response to the disclosure (Graham, 1994:18,20). 
Reasons for non-disclosure by participants included "fear, confusion and community 
attitudes that they felt dictated that sexual assault was a taboo subject" (Graham, 
1994:21). 
A study by Sobsey and Doe (1991) focussed on the sexual assault of people with 
disabilities. O f the 166 reports of sexual assault, 95.6% of respondents were w o m e n 
aged over 21 years; 9 1 % of perpetrators male; and, 9 9 % of perpetrators were known to 
the victim/survivor. Significant in this study was the high prevalence of sexual assault of 
respondents when in institutional care; reporting 4 4 % of sexual assaults were located in 
"a hospital, group home or institution" (Sobsey and Doe, 1991 in Howe, 1999). The high 
incidence of sexual assault whilst in an institution has been shown previously in 
Graham's (1994) study of female victim/survivors of sexual assault and their experiences 
of psychiatric services. 
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According to Graham (1994) the effects of sexual assault against w o m e n with mental 
illness include: loss of trust in ability of psychiatric services to protect them (leading to 
decline in their mental health); and repressed memories, leading to flashbacks and 
disjointed memories of child sexual assault (further impacting on their mental health). 
Negative responses by professionals (general practitioners, nurses, and others) following 
disclosure of the sexual assault by the victim/survivor include denial, anger or 
trivialisation, and often lead to the woman's feelings of anger, isolation, guilt and shame. 
The "silencing' responses by mental health professionals following disclosure can also 
lead to deterioration in the mental health of the w o m a n (Graham, 1994). Reasons for 
non-disclosure included: 
Threats of retribution from the perpetrator; the strong sense that talking about sexual 
assault was socially taboo; fear of how the person disclosed to would respond; confusion, 
particularly as a child about what sexual assault meant; the feeling that somehow it must 
have been their fault and the internalising by children and women of feelings of shame 
and guilt (Graham, 1994:59). 
While prevalence and incidence rates of sexual assault against adult women have been 
shown to be higher when compared to the sexual assault of men, prevalence and 
incidence rates for female children and adolescents are also high. 
Sexual assault of children and adolescents 
Finkelhor (1984) claims that child sexual assault was considered to be an u n c o m m o n 
problem in America prior to the 1970s. Although official reports of child sexual assault 
have increased at a rapid rate since this time, Finkelhor (1984:1) states that prevalence of 
child sexual assault in the general population "is still extremely undercounted by official 
reports". Child sexual assault is widespread in the Australian community also, affecting 
children and adolescents from all cultures and backgrounds (Queensland Crime 
Commission and Queensland Police Service, 2000a, 2000b). 
Legally, childhood is characterised by 
notions of power, rights, maturation, experiences and knowledge based on chronological 
age. An individual is considered a child while they are under the age of eighteen... [seen 
as dependent on] the primary caregivers... [and] considered too naive and innocent to 
decide to have sex (Goldman & Ronken, 2000:31). 
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The position of children within the family sees the child dependent on adults to provide 
all their needs. According to Goldman & Ronken (2000:32-33) this dependency is: 
part of the power adults hold over the child. The child... [becomes] void of significant 
power... [and] increasingly vulnerable... [placing] them in a situation where they may be 
harmed, dependent on how an adult uses their power. 
Prevalence of Child Sexual Assault 
Prevalence studies of sexual assault rely on the accuracy, recollections and willingness to 
disclose of victim/survivors (Queensland Crime Commission & Queensland Police 
Service, 2000b). Fleming's (1997) study "Prevalence of childhood sexual abuse in a 
community sample of Australian women' demonstrates a higher rate of child sexual 
assault against females compared to males, with a focus on the prevalence of childhood 
sexual assault in a randomly selected community sample of Australian women. This 
study was a follow up from an earlier (1994) study of the relationship between child 
sexual assault and alcohol abuse, involving a questionnaire sent to 6000 w o m e n 
randomly selected from Australian federal electoral rolls (3958 (66%) valid responses). 
The (1997) study involved a second questionnaire exploring child sexual experiences, 
which was sent to w o m e n identified as having an alcohol problem (n = 184) and a 
control group of (n =910) w o m e n identified as not having an alcohol problem. With a 
response rate of 6 5 % (n = 710), the final sample comprised of 124 of 184 w o m e n as 
cases (67%) and 586 of 910 w o m e n (64%) as controls (Fleming, 1997). 
Child sexual assault was defined in this study as: 
...all experiences of sexual contact occurring before the age of 12 with a person five or 
more years older, irrespective of consent, and all experiences of sexual contact occurring 
between age 12 and 16 years with a person five or more years older that were not wanted 
or were distressing (Fleming 1997:3) 
Fleming's (1997) study found that 20% (104) women had experienced child sexual 
assault, with an average for the first episode of sexual assault at 10 years, and 7 1 % aged 
less than 12 years. The study found that perpetrators of the child sexual assault were 
male in 9 8 % of cases and usually known to the child (with 4 1 % a relative of the child) 
(Fleming, 1997). In a discussion on the prevalence of sexual assault of children under 
the age of five years, Fleming (1997:7) states "...although few of the respondents stated 
that they had experienced sexual abuse before the age of five, it may be that such victims 
cannot remember the abuse". Fleming cites figures from the Australian Institute of 
Health and Welfare for sexual assault by age, showing the rate of sexual assault per 1000 
children "is similar in the two- to five- and six- to 10-years age groups (2.7 and 2.6 per 
1000 children)" suggesting under-reporting may occur because the abuse before 5 years 
of age was not remembered (1995 in Fleming, 1997:7). 
Recent disclosures by victim/survivors of their experiences of child sexual assault within 
the social institution of the Church, supported by statistics in mid-1999 which indicate 
"that 61 Catholic priests and brothers have been sentenced for sexual offences in 
Australia since 1993" (Broken Rites, 1999, in Parkinson, 2000:62-63), indicate that child 
sexual assault within the church is widespread. Parkinson (2000:69-70) points to factors 
leading to the continuing sexual assault of children in the past including "a 
misunderstanding of forgiveness" and the tendency to see the sexual assault of children 
or adolescents "as a moral failure rather than as a serious breach of the criminal law". 
A study by Smallbone and Wortley (2000) as a research paper contributing to a 
Queensland child sexual assault report in having an offender perspective of child sexual 
assault is valuable for comparison with victim-focused studies such as Fleming (1997). 
The perpetrator study shows that while intra-familial sexual assault is weighted towards 
females, and offenders mostly target female children, perpetrators of sexual assault of 
boys tend to have a higher number of victims (Smallbone & Wortley, 2000) 
Smallbone & Wortley (2000) approached 323 child sex offenders incarcerated at 
Moreton Bay, Wolston, Townsville, Rockhampton, and Palen Creek Correctional 
Centres. Participants (182 of all 323 prospective participants approached) completed a 
Modus Operandi Questionnaire, developed by Kaufman (1989) to measure specific 
behaviours related to child sex offending. The questionnaire used a 7-point Likert-type 
scale ranging from 0 to 6: zero ("never') to six ("always') to describe the frequency 
participants engaged in the specific behaviour (Queensland Crime Commission & 
Queensland Police Service, 2000b). Smallbone & Wortley (2000) found that 6 8 % of 
offenders only target female children, with offenders who target males having a higher 
number of victims than offenders who target females. Smallbone & Wortley (2000) 
report that perpetrators are mostly related to or known to the victim supporting the 
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finding by Fleming (1997) that only 8 % of perpetrators were strangers, and 4 1 % were 
family members (fathers, grandparents, uncles, siblings, cousins, stepfathers and adoptive 
fathers). 
In summary, both Fleming's (1997) and Smallbone & Wortley's (2000) studies show the 
high vulnerability of female children to sexual assault by male perpetrators mostly 
known to the child. 
Incidence and Disclosure of Child Sexual assault 
A s for incidence of sexual assault of adults, incidence rates of child sexual assault also 
reflect only those incidents reported in studies or in police data, however issues of power 
between adults and children increase the likelihood of non-reporting. The report Child 
Sexual Abuse in Queensland: The Nature and Extent claims: 
Any analyses of the reasons children do not report sexual abuse must begin with a clear 
understanding of the position of children in relation to adults. Children are vulnerable, 
physically unimposing and dependent on adults for survival. This dependence on adults 
places a child in a uniquely powerless position. Children are taught, in a range of 
complex ways, that adults are rarely wrong, and should certainly never be questioned by 
a child. Combined with a child's need for the attention, approval and protection of adults, 
the perfect environment for victimisation is created. 
The powerlessness of children is also exacerbated by the fact that child sex offenders 
often target children who are particularly vulnerable, either due to their social or physical 
isolation, or through the absence of either biological parent ...In this context, it is not 
surprising that levels of disclosure by children about child sexual abuse are as low as 
they appear to be (Queensland Crime Commission & Queensland Police Service, 
2000a:87-88). 
The study by Fleming (1997) shows that only 10% of child sexual assault experiences 
were ever reported to police, general practitioner, or community organisations (such as 
sexual assault services). The most c o m m o n reason given by respondents to Fleming's 
(1997) study for non-disclosure was embarrassment or shame (46%), or a belief that the 
other person could not help them (23%) or would blame or punish them (the victim) 
(18%). 
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From the view of the perpetrator, Smallbone & Wortley (2000) reported that respondents 
to their questionnaire («=169) asking offenders h o w they prevented the victim from 
disclosing showed: giving and withdrawing benefits (for example, told the victim that 
the perpetrator would go to jail or get into trouble) (60.5%); threats/physical harm to 
victim (claiming that the victim would go to jail or get into trouble) (5.4%); and threats 
to others (for example, inferring that the perpetrator would harm other family members) 
(1.2%). 
Queensland Crime Commission and Queensland Police Service's (2000b) survey of 
survivors of child sexual assault (Project Axis: Survey of survivors of child sexual abuse) 
involved an anonymous, confidential self-administered questionnaire distributed by 
survivor advocacy groups and sexual assault support services to their clients. The 
questionnaire (based on the survey instrument used by Finkelhor, 1979) included both 
fixed-answer and open-ended questions, seeking: personal details, age at time of first 
incidence of sexual assault, nature and frequency of abuse, relationship to offender and 
disclosure of abuse (Queensland Crime Commission & Queensland Police Service, 
2000b). Sorenson and Snow's (1991 in Queensland Crime Commission & Queensland 
Police Service, 2000b:93-94) study of 630 children documented children's disclosure of 
child sexual assault, and claimed that accidental disclosure (particularly amongst pre-
school children) can occur following the exhibition by the child "of excessively 
sexualised behaviour learned from the abusive incident; ...sexually inappropriate 
statements made by a child; [or] disclosure by a friend told of the abuse in confidence". 
Meanwhile, causes for the purposeful or deliberate disclosure of child sexual assault are 
identified as participation in an educational awareness program (providing for example, 
an opportunity for awareness of the rights of a child to feel safe); increased anxiety prior 
to a visit to the child's home of an offender leading to disclosure; and disclosure to a 
parent following an incident which triggers a child's memory of sexual assault; or anger 
expressed towards the perpetrator through disclosure to another person (Sorenson & 
Snow, 1991 in Queensland Crime Commission & Queensland Police Service, 2000b). 
Effects of Child Sexual assault 
Ellen Bass (1995:116) writes, "Adults teach children what to fear, what to trust, what is 
good, bad, shameful, safe, possible...". If children's experiences differ from what is 
socially constructed as "normal' family behaviour, for example children who are sexually 
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abused, they can be thrown into "conflict, confusion, insecurity, and anguish" (Bass, 
1995:116). 
The consequences of child sexual assault for victim/survivors, families and communities 
are long-term and significant (Queensland Crime Commission & Queensland Police 
Service, 2000b). Child sexual assault is an important predictor of poor health and social 
well being, with "a clear "dose-effect' relationship (i.e. poorer outcomes follow the most 
severe and prolonged abuse)" (Queensland Crime Commission and Queensland Police 
Service, 2000b:42). A s a result of the abuse the physical and psychological well-being 
consequences experienced by child victims and adult survivors of child sexual assault 
can include: increased risk of sexually transmitted infections, pregnancy, gynaecological 
problems, chronic physical disability, anxiety disorders, post-traumatic stress disorder, 
dissociation disorders, depression and low self-esteem, risk of suicide and serious self-
harm, sexual dysfunction, and difficulties establishing inter-personal relationships 
(Queensland Crime Commission & Queensland Police Service, 2000b). 
A longitudinal study by Legosz, Dunne, Christie & Powell (reported in Dunne & Legosz, 
2000:51) on a random sample of 400 w o m e n attending a women's health clinic suggest 
significant associations between child sexual assault and: 
• Sexual assault (or re-victimisation) as an adult 
• Being in a violent relationship as an adult 
• Higher rates of depression and eating disorders 
• Poorer reported levels of general health 
• Higher levels of unhappiness 
• Higher rates of alcohol dependency and drug use 
• Increased risk for sexually transmitted infections and sexual dysfunction 
• Consensual sexual activity at a younger age 
• Significantly more sexual partners 
• An increased likelihood of being on a pension 
It is acknowledged by Dunne and Legosz (2000) that previous studies researching the 
link between child sexual assault and effects such as those listed above can be biased 
because of problems with, for example, definition of sexual assault; participation bias; 
and, problems with self-disclosure. However, Dunne and Legosz (2000:55) also 
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conclude that sexual assault is a fundamentally important predictor for poor physical and 
mental health in childhood, adolescence and adulthood, evidenced in "increased risk of 
suicide, risky sexual activity, drug abuse, depression, and dissociative mental states". 
As for sexual assault of adults, child sexual assault is also disempowering for the 
victim/survivor. Whether compliance was gained through force, coercion or 
manipulation, the power used by the perpetrator as an older, and often-trusted adult, 
indicates "an abuse of trust and a violation and shattering of the child's right to age-
appropriate knowledge and experience" (Cora, 1992:154). 
A male victim/survivor of child sexual assault learns about male power and adult power. 
H e may become shy, withdrawn and lose his self-identify (Lew, 1988 in Case, 1992). 
Finklehor (1979 in Case, 1992:147) identifies the impact of the child sexual assault of 
male children perpetrated by a male may lead to "embarrassment, stigma of 
homosexuality and loss of peer respect if others know they have been abused by a man". 
In acknowledging the issue of sexual assault of males and barriers to reporting, the next 
section will focus on males as victim/survivors of sexual assault. 
Male victim/survivors of sexual assault 
Although a gendered crime (higher statistics for sexual assault of women compared to 
men) the Victoria Police records for 1996/7 show 869 crimes of rape reported by males 
(2655 reported by females for the same period) (D'Arcy, 1999). However, because of 
barriers experienced by men to reporting sexual assault, there is no accurate measure of 
the incidence of sexual violence of men (Cook et al., 2001). The barriers to reporting 
sexual assault for male victim/survivors of sexual assault include fears of being labelled 
homosexual and not being believed by police, in addition, the victim/survivor may not 
report the rape if he does not recognise the act as rape (if he was to get a "response' 
(erection) during the sexual contact) (Cook et al., 2001). 
Laumann, Paik and Rosen (1999 in Queensland Crime Commission & Queensland Police 
Service, 2000b:42) highlight more common symptoms of sexual dysfunction for males 
who have experienced child sexual assault compared to males who had not been victims 
of adult-child sexual contact, such as "erectile dysfunction, premature ejaculation and 
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low sexual desire". Further physical effects of sexual assault for males may include 
symptoms of depression, anxiety disorders, sexual problems and sleep disorders, with 
other issues arising such as unemployment, masculinity, homophobia and intimacy 
(Crome 1996 in Cook et al., 2001). 
Sexual assault of sexual minorities: Lesbian women, gay men, and transgender 
persons 
There has been limited research conducted into the prevalence and incidence of sexual 
assault of sexual minorities (Cook et al., 2001). However, the Commonwealth 
Department of Human Services and Health (DHS) funded a national survey of "people 
who identified as transgendered" which indicated that one-fifth of the sample group (n = 
146) had experienced sexual assault; one third reported rape by a lone perpetrator and 
one in eight reported being sexually assaulted by more than one perpetrator (referred to 
as "pack rape' (DHS, 1994 in Cook et al, 2001:19). This study also found that 
transgender victim/survivors of sexual assault were more likely to "enter into 
prostitution, attempt suicide, inject drugs and receive various welfare benefits" (DHS, 
1994 in Cook etal., 2001:19). 
In the absence of previous studies, it is not possible to ascertain whether higher levels of 
sexual assault occur for gay men and lesbian women than other men and women (Cook 
et al., 2001). However, in referring to domestic violence Sandfort (2000:27) claims that 
the underlying dynamics of male homosexual couples differ from heterosexual couples; 
based on their socialisation as men, both partners are likely to be equally abusive: 
"Mutual battering would.. .be more likely in ...male homosexual relationships than in 
heterosexual relationships". This does not contribute to the understanding of prevalence 
or incidence of sexual assault for gay men and lesbian women, but highlights the 
possibility of increased sexual assault within male homosexual relationships. 
SUPPORT SERVICES FOR VICTIM/SURVIVORS OF SEXUAL ASSAULT AND/OR 
CHILD S E X U A L A S S A U L T 
Many victim/survivors do not seek services specifically for their experiences of sexual 
assault or child sexual assault. Often victim/survivors of child sexual assault do not 
access services until they reach adulthood, when they may seek services "to assist them 
address other life issues that may have resulted from the sexual abuse, that may not seem 
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to be related their experience of child sexual abuse" (Queensland Crime Commission & 
Queensland Police Service, 2000a:94). 
Services accessed by victim/survivors of child sexual assault or adult sexual assault may 
include: 
• advocacy or peer support groups comprising individuals who themselves have 
been victims of sexual assault; 
• anonymous telephone counselling services such as Lifeline or Kids Help Line; 
• individual counselling with a private practitioner; 
• treatment programs for behavioural or mental health problems such as depression 
and suicidal behaviour, alcohol or drug addiction, anger or stress management 
needs and sexual dysfunction; 
• counselling services designed specifically for victims of sexual assault; 
(Queensland Crime Commission and Queensland Police Service, 2000a:94). 
Gaps in service provision for victim/survivors of sexual assault include a current lack of 
services, particularly in rural or remote areas, for victim/survivors and their families. 
Gaps include a lack of: co-ordination among services; financial assistance for 
victim/survivors and their families; family support services; alternative care for children 
removed from their parental care for protective reasons; and specifically tailored services 
for at-risk or homeless persons, or those w h o have psychological problems caused by a 
history of sexual assault (Queensland Crime Commission & Queensland Police Service, 
2000a). 
A RURAL PERSPECTIVE OF SEXUAL ASSAULT 
The purpose of this section is to provide a background for understanding sexual assault in 
rural areas, including some of the issues around the delivery of rural support services for 
victim/survivors of sexual assault. 
SEXUAL ASSAULT IN RURAL COMMUNITIES 
Carrington, Gow, Hogg & Johnson (1996 in Carrington, 1997), completed a research 
study that provided rates of sexual assault in rural areas of New South Wales from 1991 
to 1993. Carrington (1997) discusses the findings of this study, revealing that the rate of 
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sexual offences in northwest rural N e w South Wales was 515.82 per 100,000. 
Carrington (1997:225) refers to the higher rate of sexual offences in rural regions stating 
that the overall regional pattern suggests "a negative relationship between urbanization 
and the rate of sex offences". Carrington (1997:225) also refers to the "historical legacy 
of cultural contexts that promote a higher tolerance for sexual and interpersonal violence" 
to be one possible reason for the higher rate of sex offences in rural Australia. 
Interpersonal violence, including sexual assault, "is regarded as a highly valued attribute 
of "being an Aussie bloke' in frontier mining towns such as Broken Hill that have rates of 
sexual assault four times that of the state average" (Carrington, 1997:225). 
Websdale (1998:3, 73) writes of the "...underbelly to rural social life characterized by 
systemic [physical, sexual, and emotional] violence against w o m e n within families". 
Rural patriarchy, claims Websdale (1998), refers to patriarchy distinct to rural areas, 
where patriarchal ideology sees m e n as providers and w o m e n linked to private domestic 
production (such as child rearing and housework). These traditional roles of m e n and 
w o m e n in rural areas, places w o m e n in settings where they m a y find it more difficult to 
seek help or support than w o m e n in non-rural areas (Websdale, 1998). 
Geographical location also impacts on the experiences of victim/survivors of sexual 
assault. The socialised roles of men, w o m e n and children in rural regions closely reflect 
traditional roles of dominant m e n and subordinate w o m e n and children. Together with 
the isolation and lack of privacy which is experienced by families and individuals living 
in rural communities, the difficulties for women, children and m e n as victim/survivors to 
disclose sexual assault while maintaining confidentiality is highlighted by Dietrich and 
Mason, 1998:8): 
In rural towns where the community is close-knit and where there is little privacy and 
confidentiality, the news of a public crime of sexual assault, or stranger-rape, will reach 
the whole community, unlike the anonymous victim and perpetrator situation reported in 
a metropolitan area. 
A report of the Survey of Women in Rural Australia (1988) jointly developed by the 
Office of the Status of W o m e n and the Country Women's Association of Australia (1988) 
gathered data through a questionnaire sent to approximately 135,000 rural Australian 
women. Information sought included: availability of services for children, w o m e n and 
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families; and, demographic characteristics of the w o m e n surveyed and their families. 
Respondents to this study stated that problems of domestic violence for example, were 
kept within the family or shared with close friends only, pointing to increased feelings of 
shame or embarrassment if disclosing to the local doctor or other service provider (who 
may also live in the local area). The lack of female doctors in rural areas is seen to be a 
further barrier to disclosing personal information (such as sexual assault), while 
geographical isolation together with the lack of public transport restricts women's access 
to services in other towns or cities (Office of the Status of W o m e n and The Country 
Women's Association of Australia, 1988). 
A fear of stigmatisation is a further reason why rural victim/survivors of sexual assault 
are often hesitant to disclose or report the assault. General rural attitudes also indicate a 
preference for private solutions to personal problems (Cheers, 1998). Consequently, 
rural victim/survivors are unlikely to access support services (Cheers, 1998). 
Rural Support Services 
Cheers (1998) points to rural disadvantage, including socio-economic disadvantage, 
social deprivation, and life chances, having a negative impact on the rural population. 
Indicators of rural disadvantage include lower median annual income for rural families 
compared to urban families; higher and more prolonged rural poverty than for urban 
areas; higher unemployment rates in rural communities; and, increased deterioration in 
the physical and mental health of many rural people due to increased stress, 
psychological and social problems (Cheers, 1998). 
Many services available in urban and city areas of Australia are often unavailable in rural 
and remote areas. Reasons for rural service disadvantage include: the myth that rural 
people are self-reliant and mutually supportive and therefore do not need services; the 
higher costs involved in providing rural services compared to service provision in urban 
areas (including the costs of transport and time associated with training rural workers in 
urban centres); and, the "funding formula' which sees service provision based on 
population needs and ignores the level of disadvantage of rural populations (Cheers, 
1998). According to Cheers (1998:32) "rural areas have fewer health services, facilities 
and resources than urban", including women's health centres, drug and alcohol 
counselling services, and mental health services. Access to services is further aggravated 
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by the geographical isolation of rural people, w h o often need to travel large distances to 
reach available services. Issues of limited transport and financial costs can further 
prohibit rural people accessing services (Cheers, 1998). 
According to Baxter (1992), choices available after sexual assault are different for rural 
victims compared to victims in metropolitan areas. For victims of sexual assault in rural 
areas, the only choices m a y be "to report, or not to report to the police; or to go, or not to 
go to the doctor/hospital" (Baxter, 1992:176). Both of these focus on the medico-legal 
response of treating injuries and collecting forensic evidence, rather than the provision of 
support for the victim (Baxter, 1992). 
A project conducted by Yarrow Place Rape and Sexual Assault Service was completed in 
1997 in rural and remote South Australia: "The W a y It Is', Country Audit Project (1997 
in Sloan, 1998) included the gathering of information from victims/survivors of rape and 
sexual assault w h o participated in a phone-in. O f the 29 participants, 20 were survivors 
of rape or sexual assault, and 9 survivors of child sexual assault. Information was also 
gathered from police, hospitals, general practitioners, and other services and workers 
using a questionnaire and consultation sessions (Sloan, 1998). Findings of this audit 
included: 
• access to services is made difficult because of a lack of co-ordination between 
services; 
• rape and sexual assault counselling is not a priority of most counselling services; 
• access to services is made difficult because of distance and the majority of 
services cannot subsidise travel; 
• the majority of services do not have policies and procedures regarding rape and 
sexual assault; 
• there is inconsistency amongst professional groups as to the availability of 
forensic medical examinations in their local area; 
• there was a general consensus amongst participants that training is required in 
the area of rape and sexual assault; 
• confidentiality is a major issue in relation to accessing services; 
• the majority of rape and sexual assault in country areas is not reported to police; 
(Sloan,1998:5-6). 
A paper It's different in the country written by Ermacora (1998) highlights difficulties for 
rural C A S A services, believed to be unique for rural service provision. Written in the 
Victorian context, Ermacora (1998:43) raises the issues for rural victim/survivors of 
sexual assault of small town geographical isolation and confidentiality, which is also 
emphasised by Sloan (1998), and argues for a non-urban-centric approach to service 
provision for rural communities "based on variables other than population 
characteristics". 
THEORETICAL FRAMEWORKS, MYTHOLOGIES, AND DISCOURSES 
ABOUT SEXUAL ASSAULT 
To gain an insight into the "knowledge base' that informs the attitudes and beliefs of 
participants about sexual assault, it is necessary to provide a brief analysis of theoretical 
frameworks, mythologies, community attitudes, and professional discourses about sexual 
assault. This section also highlights the roles of power and gender in sexual assault, and 
ways in which theoretical frameworks, when informed by mythologies and community 
attitudes about sexual assault, serve to subjugate and silence victim/survivors. 
Theoretical explanations of sexual assault and child sexual assault, based on mythologies 
that protect the social hierarchy of dominant m e n and subordinate w o m e n and children, 
inform professional discourses. Seen as "knowledge' and "truth' these myths are 
ingrained into professional practice and community perceptions, hiding the nature and 
reality of sexual assault in the community. According to Breckenridge (1999), such 
"knowledge' of sexual assault and child sexual assault shapes social and cultural 
understanding of sexual violence, subordinates the experiences of the victims 
(subjugation), and fails to provide a place for their (the victim's) own story to be heard 
(silences). 
By 1969, theoretical explanations for sexual assault focussed on victim and offender 
profiles, which included "personality flaws, permissive sexual behaviour and poor family 
upbringing" (Carmody, 1992:12). These explanations for sexual assault were challenged 
by the feminist movement of the 1970s and early 1980s with its emphasis on the 
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"personal as political'. Sexual assault and child sexual assault was identified as "an 
example of oppression experienced by all w o m e n [and children] within a patriarchal 
society" (Brownmiller, 1975 in Carmody, 1992:13), sending the message that "society 
and in particular the patriarchal relations between m e n and w o m e n promoted and 
condoned male sexual and physical violence" (Carmody, 1992:14). 
THEORETICAL EXPLANATIONS FOR UNDERSTANDING SEXUAL ASSAULT 
A N D CHILD SEXUAL ASSAULT 
Psychoanalytic, Victim Precipitation, Family Dysfunction and Psychological theoretical 
explanations for sexual assault and child sexual assault are based on mythologies which 
perpetuate the belief that if sexual assault occurs, either it is the "seductive' child 
(psychoanalytic explanation), "promiscuous' w o m a n (victim precipitation theory) or 
dysfunctional family/mother (family dysfunction theory) who is to blame; and/or the 
("psychopathic', male) offender who is not responsible for his behaviour (psychological 
theory) (Breckenridge, 1992). 
Adapted from models presented by Walby, Clancy, Emetchi, and Summerfield (1989) in 
Theoretical perspectives on father-daughter incest, Breckenridge (1992) provides 
differing theoretical interpretations of sexual assault that developed during the late 
nineteenth and twentieth centuries. This thesis draws from both Breckenridge's (1992) 
"Alternative therapeutic explanations of child sexual assault' and Scott, Walker & 
Gilmore's (1995) theoretical explanations for sexual assault, to provide an account of the 
impact of these theoretical explanations on community and professional perceptions of 
sexual assault and child sexual assault. 
Psychoanalytic explanations of sexual assault 
The early part of the twentieth century brought increased influence of Freudian theories, 
of sexual behaviour, which impacted significantly on community and professional 
perceptions of women, particularly as victims of rape (Carmody, 1992). Disregarding 
the historical understanding of the sexual assault of children as based on class rather than 
gender, Freud identified a significant problem of child sexual assault of females by adult 
males across all classes, and linked women's experiences of neurosis or hysteria to past 
experiences of sexual assault. Freud retracted his theory in 1905 as a response to his 
findings that gender was implicated in his earlier works, concluding, "surely such 
widespread perversions against children are not very probable" (cited in Masson 1984 in 
Breckenridge, 1992:21). Freud redefined child sexual assault as rare (regardless of the 
fact that the incidence of child sexual assault was frequently alleged), and either 
instigated by the child acting out her desire for sexual relations with her father, or the 
result of the mother having neglected her role as wife and mother (Walby, 1985; Herman, 
1981; Ward, 1984; in Breckenridge, 1992). 
With its preoccupation with the capacity of the victim to tell the truth, psychoanalysis 
became: 
A study of the internal vicissitudes of fantasy and desire, dissociated from the reality of 
experience. [And] by the first decade of the twentieth century, without ever offering any 
clinical documentation of false complaints, Freud had concluded that his hysterical 
patients' accounts of childhood sexual abuse were untrue (Herman, 1992:14 in Scott et 
al., 1995:7). 
Psychoanalysis "focused on the Oedipal stage of human development, positing a 
seductive relationship between child and parent, and viewing reports of childhood sexual 
assault as "incest fantasies'" (Malcolm, 1984 in Scott et al, 1995:7). Psychoanalysis also 
viewed w o m e n as weak, passive, dependent and unreliable compared to men, w h o were 
depicted as aggressive, strong, superior, and independent (Matthews, 1984). Following 
reports of child sexual assault, mothers were seen to use their daughters as surrogate 
"wives', in acting out incestuous wishes for their fathers that is, fantasising 
(Breckenridge, 1992). This re-definition assigned responsibility for the offence to the 
victim, or denied its existence (the seductive/lying woman/child), while the community 
and professionals continued to ignore the role of gender and power in sexual violence 
perpetrated by (mostly) males against (mostly) females. 
It was a comforting view for society, for Freud's interpretation - that the sexual violence 
that so affected the lives of his women patients was nothing but fantasy - posed no threat 
to the existing social order. Therapists could thus remain on the side of the successful 
and the powerful, rather than of the miserable victims of family violence (Masson, 1985 
in Burke, 1992:110). 
Family Dysfunction - an explanation of sexual assault 
Opposing the traditional view of individual psychology, "Family Dysfunction' was 
proposed around the 1950s as an explanation for child sexual assault, with responsibility 
for the problem being shared by all (including non-offending) members of the family. 
The dysfunctional family, being "one wherein the normal family hierarchies based on age 
and sex have broken down" (Walby, 1985 in Breckenridge, 1992:22), was attributed to 
the mother's failure to fulfil her natural roles of wife, mother and adult parent (Herman, 
1981; Ward, 1984 in Breckenridge, 1992), with abnormal behaviour within families (for 
example child sexual assault) as a symptom of family maladjustment. Once again, as for 
Freud's psychoanalytic theory, this explanation "renders the role and responsibility of the 
perpetrator and consequently his gender invisible", by ignoring "the power relationships 
existing within family systems and the wider social context in which incest occurs" 
(Breckenridge, 1992:22). 
Whilst the term "incest' has been used in the past, O'Sullivan (1991 in Petrie, 2000) 
believes such a term defined sexual intercourse between blood relatives, failing to 
consider blended families, stepfamilies and adoption. Meanwhile, Finkelhor (1984 in 
Petrie, 2000) argues for the more appropriate terms "family sex abuse' or "intra-familial 
sexual abuse', which focuses on the family as chaotic, and dysfunctional. The researcher 
believes that in redefining the term "incest' Petrie (2000) refers to the "dysfunctional' 
family as the focus of the child sexual assault, an example of a Family Dysfunction 
explanation that ignores the issues of power and gender in the family, with a focus on 
non-offending family members. 
Victim Precipitation explanation of sexual assault 
Victim precipitation in sexual assault gained credibility following Menachem Amir's 
(1967) American study of 646 rape cases reported to police in Philadelphia during 1958-
1960. Amir considered victim behaviour as leading to the sexual assault, where the 
female's "seductive' or "provocative' behaviour was interpreted by the male as a "sexual 
invitation' (Carmody, 1992). The assumptions of this theory are based on the belief that 
the offender believed that the victim desired intercourse (Scott et al., 1995). These myths 
defined the type of w o m e n who are raped, and the situation in which the offence 
occurred, and were entrenched in the perceptions of sexual assault commonly held by the 
community and many victims. This mythology of rape isolated victims, "labelling some 
w o m e n (that is, nice/good) as worthy of society's protection", and others 
("promiscuous/fallen women") as not! (Carmody, 1992:13-14). 
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Caron and Carter's (1997) American study of 618 college undergraduates (247 m e n and 
371 w o m e n ) investigated attitudes about violence toward w o m e n and acceptance of rape 
myths. The study found acceptance of violence against w o m e n to be associated to 
victim-blaming attitudes, also that "men were more tolerant of rape, more likely to 
attribute blame for rape to the victim, and less negative in their views of rapists than 
w o m e n were" (Caron & Carter, 1997:584, 568) 
Victim-blaming attitudes are reflected across all social structures, including the justice 
system. Frohmann's (1990) American ethnographic field study of the prosecution of 
sexual assault is based on data collected by observing more than three hundred cases over 
a 17-month period. The study found that victim behaviour, criminal background, and 
personal life were all used to discredit allegations of sexual assault (Frohman, 1995). As 
for Psychoanalytic and Family Dysfunction theory, this theoretical perspective also fails 
to acknowledge issues of power and gender as reflected in the socialised roles of m e n as 
dominant and w o m e n as subordinate. In placing responsibility for the assault onto the 
female, this theoretical explanation for sexual assault shifts responsibility for the sexual 
assault from the male perpetrator to the female victim/survivor. 
Psychological explanation for sexual assault 
Continuing to evade issues of prevalence and significance of child sexual assault was 
Kraft Ebing's (1935 in Breckenridge, 1992:22) description of perpetrators of sexual 
offences against children as "psychopathic, feeble-mined, physical and moral 
degenerates". Different theories explaining the occurrence of child sexual assault were 
developed according to each "type' of offender (Breckenridge, 1992). The identification 
of "incestuous personality/traits' to explain child sexual assault for example, allowed 
theorists to define perpetrators of child sexual assault outside the realm of "normal', 
becoming "an exotic virtually negligible phenomenon taking place between retarded 
seductive girls and inadequate and sociopathic fathers", that is as "abnormal' or "deviant' 
(O'Donnell & Craney, 1982; Gordon, 1988 in Breckenridge, 1992:23). Finkelhor (1984 
in Breckenridge, 1992:23) claims this theory fails to explain "the wide range of 
individual differences found amongst offenders and "the widespread existence of abuse 
forces one away from an exclusive focus on theories of psychopathology and toward the 
possibility that normative factors are at work'...". 
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Supported by psychoanalytic analysis of sexual repression and hysteria and 
psychological explanations of sexual assault 'the psychopathic male offender', the myth 
of the 'lying woman' stems from beliefs of the 1950s and 1960s that "unless the accused 
m a n manifested clear signs of deviance and derangement, the w o m a n was apt to be 
assumed to have consented, and her charge found to be false and attributable to guilt and 
sexual repression" (Carmody, 1992:10). Breckenridge (1992:23) contends the value of 
these explanations claiming they fail to analyse the social context in which sexual 
violence occurs, and therefore is unable to identify the gendered nature of sexual assault, 
or the role of the perpetrator, instead "... [interpret] the available evidence and seek to 
"blame' either the mother or the child for initiating the sexual contact" or protect the 
"psychopathic' offender. 
A feminist analysis of sexual assault: power and gender 
In response to a system that attempts to blame the victim or non-offending family 
members (the powerless) for the actions of the perpetrator (the powerful), a feminist 
theoretical perspective of sexual assault focuses on the inequity of power between men 
and w o m e n and adults and children in a patriarchal society (Breckenridge & Carmody, 
1992). 
Social and cultural institutions adhere to a hierarchical structure placing men, and 
particularly fathers and husbands, at the top. Giving proper recognition to the enormity 
of the sexual abuse of children and wives threatens... the organisation of society itself (in 
Petrie, 2000:23). 
Feminist analysis of patriarchal power within society and the family provides an insight 
into the offender's capacity to continue the abuse while enforcing non-disclosure 
(Breckenridge & Berreen, 1992). Radford and Stanko (1996) refer to the isolation of 
w o m e n and children as victim/survivors of sexual assault perpetrated by a male family 
member (husband/de facto or father/stepfather) w h o are dependent on the abuser and 
therefore highly vulnerable to abuse. Radford and Stanko (1996) argue that within a 
patriarchal social order, sexual violence is used by m e n to achieve and maintain 
dominance and to subordinate women, claiming that patriarchy is maintained and 
interacts with other power structures, including age, status regarding disability, race and 
class. For feminist analysis of sexual assault, sexual violence is a gender related crime 
within the context of a patriarchal society (Kelly, 1988 in Radford, Kelly, & Hester, 
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1996). Gender is also seen as an inherent issue in sexual assault and central to an 
understanding of the prevalence and incidence of sexual assault and child sexual assault 
(Gillespie, 1996:161). 
Community and social institutions fail to recognise the underlying issue of power that 
allows child sexual assault to continue in families where power and gender inequity 
reflect our patriarchal social system. A s an abuse of power, child sexual assault is the 
result of unequal power between men, w o m e n and children as sanctioned by the male-
headed patriarchal family of western society. That is, in those families where child 
sexual assault takes place, "the male breadwinner is likely to be undisputed as "head of 
the household' with the wife and children under his dominating command" (Hewitt, 1986 
in Scott et al., 1995:23). The traditional roles of w o m e n and children in male-dominated 
families leave the (subordinate) mother as powerless as her children. 
MYTHOLOGIES OF SEXUAL ASSAULT 
Sexual assault myths are false beliefs that stereotype victims and perpetrators, shifting 
responsibility for the sexual assault from the perpetrator to the victim (Scott et al., 1995). 
In applying Psychoanalytic, Family Dysfunction, Victim Precipitation or Psychological 
theoretical explanations for sexual assault, health and welfare professionals reinforce 
attitudes and beliefs based on mythologies about sexual assault. 
Mythologies of sexual assault function to minimise the assault, and stereotype 
victim/survivors and perpetrators, by offering a form of causal explanations for sexual 
assault (Kelly, 1988). Myths such as "they enjoy/want it' and "they ask for it' imply that 
w o m e n want or deserve to be sexually assaulted. W h e n combined with "If they had 
resisted they could have prevented it' and, "The men who do it are sick, ill, under stress, 
out of control' remove responsibility for the actions of the (male) perpetrator and blame 
the (female) victim/survivor (Kelly, 1988). Myths which stereotype victim/survivors of 
sexual assault as "types' of w o m e n or backgrounds (as poor, sexually active, 
promiscuous, or previously been abused); or the types of men who perpetrate sexual 
assault "such as ill, out of control... [or] due to alcohol/drugs, mental illness, childhood 
experiences" make individual histories to be the explanation for sexual assault, that is 
restricted to certain social groups or personality types (Kelly, 1988:34). Kelly (1988) 
claims that myths such as "They tell lies/exaggerate' when combined with "they 
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want/deserve it' deny that a crime has occurred, while "If they had resisted they could 
have prevented it' implies if there are no bruises there was no assault and suggests that 
women/girls could prevent the sexual assault. These myths "deny the violence, 
normalise it or pathologise the offender and/or the abused woman, resulting in both the 
deflection of responsibility from men and the denial of women's experiences" (Kelly, 
1988:34-36). 
Rural areas are seen as idyllic environments in which the problems of "the city' do not 
exist. A s a result a "rape folklore' denying the occurrence of sexual assault for example, 
"It doesn't happen here [in the country]' or "We don't get many of those' (Baxter, 
1992:175), can further disadvantage and isolate from assistance and support, those 
victims of sexual assault who are already isolated geographically (Baxter, 1992). Such 
myths are contradicted in claims that "the highest rates of recorded sex offences occurred 
in the western, largely rural parts of N S W . . .the rate of sexual offences in the .. .rural 
parts of the state was substantially higher than... [the state] average" (Carrington, Gow, 
Hogg & Johnson, 1996 in Carrington, 1997:224-5). In "Domestic violence in rural areas', 
Coorey's (1990) research in a country town in N e w South Wales (referred to as "Barken') 
found disapproval of marriage and family breakdowns. W h e n asked why they stayed in 
violent relationships, "women stated that the expectation was that they should put up with 
the abuse" (Coorey, 1990:88). Coorey found these expectations reflected in the attitudes 
of local helping professionals and the community (Coorey, 1990). 
In denying the experiences of victim/survivors, and the prevalence and incidence of 
sexual assault within a rural cultural context, which encourages and supports "a higher 
tolerance for sexual and interpersonal violence...[by "Aussie' males], including sexual 
assault" (Carrington, 1997:225), myths promote a higher risk of sexual assault and for 
w o m e n and children in rural areas. Young w o m e n in rural towns who are sexually active 
are seen to be "asking for it' if they report being sexually assaulted. Their behaviour is 
under scrutiny, and often blamed for the behaviour of the "local lads' who are encouraged 
to be dominant and aggressive (through role socialisation and "macho' roles in their 
community within the "footy' team, alcohol-related behaviour linked with the local pub, 
farm/shearing shed work). Mythologies around sexual assault in rural regions are based 
on the ideology of rural communities as "normal', "happy', "supportive' and "safe', that is 
sexual violence occurring only in "dysfunctional' families, or to promiscuous women, 
that any alleged child sexual abuse or sexual assault are "lies'. Myths that sexual 
assault/child sexual assault does not occur in rural families/towns reflect explanations of 
Family Dysfunction or Victim Precipitation (of mutually interacting "bad/promiscuous1 
women/girls, who "deserve it') and Psychological theory (offenders of sexual assault as 
"psychopathic* males rather than the "normal' husband, father, uncle, brother). 
DOMINANT BELIEFS/DISCOURSES (MYTHS) ABOUT SEXUAL ASSAULT AND THE 
IMPACT O N C O M M U N I T Y ATTITUDES 
W h e n analysing the statements of violent men, Adams, Towns, and Gravey (1995 in 
Hatty, 2000:58) found evidence that "culturally prevailing discourses of male dominance, 
including a discourse of natural entitlement... [were used as] resources that individual 
men depended on to rationalize their behaviour". Statements which referred to "the way 
things are in the world" together with discourses that underpin these statements are seen 
as "central to the patterning of violence in society", with violence viewed as "a means to 
assert or maintain control over others (Campbell, 1993 in Hatty, 2000:58,59). 
In acknowledgement of the impact of community attitudes on victim/survivors of sexual 
assault, offenders and the community this section will explore "dominant knowledge', its 
purpose, and community attitudes. 
Myths regarding violence against women perpetrated by men are embedded in our 
community and institutions. Caputi (1995:186) writes of the attitudes of the public and 
justice system in relation to the rape/murder of women in Yorkshire in the 1980s, when 
following the murder and mutilation of prostitute women, the killer began to target 
women who were not prostitutes: 
West Yorkshire's Constable Jim Hobson issued... [a statement]: "He [the ^  killer'] has 
made it clear that he hates prostitutes. Many people do. We, as a police force, will 
continue to arrest prostitutes.. .but the Ripper is now killing innocent girls. That 
indicates your [directing statement to the "killer'] mental state and that you are in urgent 
need of medical attention. 
In making a public statement declaring that it is normal to hate "prostitute' women, and 
that any violence towards them is deserving or understandable because of them being 
'bad' women, Hobson is "blaming the victim'. In providing a personality profile of the 
killer as "sick' and in need of psychiatric help, Hobson almost excuses the actions of the 
killer. Amazingly, Hobson feels confident that the community will agree with this 
statement. This example indicates how myths of victim provocation, uncontrollable 
biological urges or deviant males are entrenched in community and professional attitudes 
(Caputi, 1995). 
Dominant beliefs based on myths about sexual assault conceptualise the way victims and 
the community understand the experiences of sexual assault. Only "bad* w o m e n get 
raped, those who do are "asking for it' by the way in which they act or dress or relate to 
men, and men cannot be expected to control their sexual urges in the presence of a 
w o m a n who appears to be "asking for it' or a child who is "seductive' (Laing, 1992:74-
75), or is excused and in need of psychiatric "treatment". However, feminism's gender 
and power perspective point to the subordinate role of women and male dominance as an 
explanation for sexual assault, that such "knowledge' (dominant beliefs) shifts 
responsibility for the sexual assault from the offender onto the w o m a n or child who is 
sexually assaulted, or the mother of the child (mother-blame) (Laing, 1992). 
A study by the Office of the Status of Women, Community Attitudes To Violence Against 
Women (1995) concluded that a minority (34%) of the community believed that w o m e n 
make false claims of rape, indicating some reluctance to believe victims, with m e n more 
likely than w o m e n to show reluctance to believe victims. The community was also not 
totally convinced that rapists are usually someone known to the victims (76% agreed but 
only 4 7 % agreed strongly) (Office of the Status of Women, 1995). In response to a 
number of questions put to members of the community, the report found respondents 
judgemental of w o m e n who stay in violent relationships, for example: 
7 can't understand women who just sit there and take it...if she doesn't get help when it 
happens then in a way she's justifying if (male respondent; (Office of the Status of 
W o m e n , 1995:34) 
Meanwhile, 83% or respondents believed family violence to be "personal', for example: 
7 wouldn't want to get involved if I thought it was personal -just between them two' 
(female respondent) (Office of the Status of Women, 1995:35). 
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The report also referred to responses that reflected attitudes based on mythologies about 
sexual assault that blame the victim, deny the experiences of the victim/survivor, and fail 
to consider the roles of power and gender in sexual assault: 
• Sixteen percent disagree with the statement "Women are more likely to be raped 
by someone they know than by a stranger'; 
• Thirty-four percent disagree with the statement "Women rarely make false claims 
of being raped'; 
• Eighteen percent agree with the statement "Women often say No when they mean 
Yes'; 
• Fifteen percent of respondents believe women who are raped often ask for it; 
• Fourteen percent agree that rape is usually a crime of passion; 
(Office of the Status of Women, 1995:138). 
A survey of young people from Northern Territory also investigates attitudes towards 
sexual assault. The study involved 97 females and 67 males, mostly between the ages of 
15 and 17 years. Key findings of this survey included responses to myths about sexual 
assault, with the majority of respondents rejecting common myths and stereotypes 
presented, however: 
• 4 % of males ( 2 % of females) agreed and 3 0 % of males (20% of females) 
were unsure when asked to respond to the statement "Some girls ask to be 
treated badly because they like it'; 
• 3 % of males (nil females) agreed and 1 2 % of males ( 6 % of females) were 
unsure when asked to respond to the statement ^ Most girls who are raped 
ask for it'; 
• 3 % of males (nil females) agreed and 2 8 % of males (10% of females) 
were unsure when asked to respond to the statement" Girls often say no to 
sex when they really mean yes'; 
(Office of Women's Policy, 1998:13). 
These reports provide evidence of community attitudes reflecting many of the myths 
discussed above, with the latter study presenting different attitudes of 
young males compared to young females. 
P R O F E S S I O N A L D I S C O U R S E S A B O U T S E X U A L A S S A U L T - SILENCES A N D 
S U B J U G A T I O N 
This section is in response to the pervasiveness of dominant beliefs (based on myths) 
about sexual assault within professional discourses (Barry, 1992; Burke, 1992). 
Professional discourses as "knowledge' inform the attitudes and beliefs of professionals, 
and when based on mythologies about sexual assault subordinate the experiences of 
w o m e n and children, and silence victim/survivors of sexual assault. 
Professional:".. .refers to building an exclusive and excluding knowledge that assumes a 
specialised training, expertise or scientific basis that is imposed without dialogue with 
victims, thereby losing touch with their self-defined experiences and needs. ... Once the 
language used to describe and define sexual and domestic violence is medicalised [that 
is, "medical metaphors such as "syndrome', and psychiatric diagnoses, including 
dissociative identity disorder and post-traumatic stress disorder], there is the danger of 
an associated shift sideways away from an analysis that incorporates power and gender 
as key concepts to one that focuses on diagnosis, illness and pathologies. This in effect 
can lead to a retreat to the professional status quo existing prior to the collective actions 
of the 1970s and 1980s" (Breckenridge, 1999:26-27). 
Burke (1992) identifies the influence of theoretical explanations for sexual assault in 
professional discourses and practice, for example the family therapy view of the family 
as "dysfunctional'. Family dysfunction theory leads to individual counselling of w o m e n 
and children as victims of sexual assault, and focuses on the impact/effects of the assault 
on the victim (identified as: "damaged goods' syndrome; guilt; fear; depression; low self-
esteem and poor social skills; repressed anger and hostility; inability to trust; blurred role 
boundaries and role confusion), rather than the social context (gender roles and inequity 
within the patriarchal family/society) in which the abuse occurred (Burke, 1992:111-
112). 
Many people who wish to impose their definition of reality would deny that they are 
involved in gaining power. They would say that because of their greater knowledge, 
wisdom, training and experience they know what is best. The most dangerous people in 
the world are those who believe that they know what is best for others [emphasis added]. 
(Masson, 1988:16-17 in Breckenridge, 1999:6) 
Breckenridge (1999:7) identifies the role of professional discourses of various 
professions in "shaping the social and cultural understandings of sexual... violence", 
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which subjugate and silence, that is subordinate the experiences of the w o m a n or child 
victim of sexual assault, and maintain their silence. 
Despite second-wave feminism in the 1970s and 1980s, which challenged the structural 
and personal oppression of w o m e n and children and raised awareness of the "problem' of 
sexual violence within a patriarchal society that subordinates w o m e n and children, 
professional discourses of "subjugation' and "silences' continue. The concepts of 
"subjugation' and "silences' are used by Breckenridge to understand the role of 
professional discourses in subordinating and silencing victims of sexual violence 
(Breckenridge, 1999). 
Subjugation 
The concept of subjugation ".. .identifies and names the process by which a whole set of 
knowledge.. .has been disqualified as inadequate or insufficiently developed", thereby 
providing an understanding of "knowing what is best' and marginalizing the voices of 
w o m e n and children w h o experience sexual assault (Breckenridge, 1999:9). Professional 
knowledge and ways of "talking' about sexual violence (discourses) discount the 
experiences of victims of sexual violence and obscure the incidence, prevalence and 
nature of sexual violence. Coming from theoretical frameworks of medicine, psychiatry, 
psychology and the social sciences, professional understandings of sexual assault were 
reflected in legal and professional policies and practice, working together to subjugate 
the experiences of victims of sexual violence (Breckenridge, 1999). 
In the nineteenth century, for example, child sexual assault was understood and portrayed 
as the result of poverty and overcrowding (environmental conditions), and child abuse 
and neglect seen as "an inevitable part of working class life" (Breckenridge, 1999:8). 
Rather than looking at the effects of sexual violence on children, public focus was 
directed towards the lack of housing and poverty. Consequently knowledge and 
experiences of victims of abuse remained hidden (Breckenridge, 1999). 
Following the emergence of essentialism in the early 1900s, being "the belief that there is 
no way to change the fixed nature of m e n and of women" for example, the medical 
profession's claim to having "expert "knowledge' about women's bodies" (Sargent, 
1994:122,147), psychologists and like professionals sought to "treat' and "control' 
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genetic or biological problems of "mad' or "bad' behaviour. This focus induced shame for 
victims and families, and a reluctance to discuss such practices, enabling professionals to 
"treat' victims of child abuse (including incest) within a therapeutic relationship while the 
stories of the victim/survivors remained unspeakable (Breckenridge, 1999). 
Silences 
The concept of subjugation provides an understanding of how professionals declared that 
"they knew what was best for others', marginalising the voices of the victims of sexual 
violence and complementing the privileging of professional knowledge (Breckenridge, 
1999). Alongside "subjugation', "silences' within professional discourses are equally 
effective in omitting different aspects from a narrative, "thereby changing its meaning 
and significance" (Breckenridge, 1999:11). This is evident in professional discourses 
about sexual assault, for example in the use of the generic term "child abuse' which fails 
to distinguish between "child physical abuse and neglect and the differing features that 
characterise child sexual abuse", concealing the gendered nature and effects on victims, 
of child sexual assault (Breckenridge, 1999:11). 
Speaking about sexual assault in mythologised ways silences the voice of the victim by 
interpreting and constructing their experiences of sexual violence (Breckenridge, 1999). 
Mythologies within professional discourse include sexual assault is "only a rare 
occurrence, perpetrated by a small number of psychopathic or "feeble-minded' men", 
alternatively, portraying offenders as ""normal' men who may be seduced by a precocious 
child or forced into the situation by an inadequate mother and/or wife" (Breckenridge, 
1999:12). Breckenridge (1988:8) claims that these mythologies are "inconsistent in 
nature and content" and reflect psychoanalytic (child sexual assault is rare, and 
accusations the product of fantasies or an "uncontrollable' response to the seductive child) 
and family dysfunction (attributing blame to the "problem' of the mother) as explanations 
for the occurrence of sexual assault. W h e n mythology informs professional and cultural 
values and beliefs, for example in relation to rape, w o m e n and male sexuality, excuses 
such as ""she provoked me', "women often fantasise about rape', "she really wanted it' and 
"she changed her mind and then cried rape'" cast doubt on the honesty and character of 
the victim (Breckenridge, 1999:13). 
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A FEMINIST ANALYSIS OF PROFESSIONAL DISCOURSES ABOUT SEXIJAT, 
ASSAULT 
...the professional practices of social workers, welfare officers, church laity, and "helping 
professionals' generally have paid special attention to a range of character categories 
(such as the delinquent, the poor, and certain "types" of women)... Any woman who 
found herself in trouble or who transgressed the moral and cultural conventions of the 
day was and is likely to find herself subject to the special "care" of helping professionals 
(Cook & Bessant, 1997:14). 
Second-wave feminism in Australia in the 1970s and 1980s identified power and gender 
as the central features of sexual violence. In questioning ".. .the artificial division 
between private and public interests" and highlighting stereotypic gender roles condoned 
within the "sanctity' of the family, the "personal1 became "political' (Breckenridge, 
1999:20-21). Rowland (1992) claims male power is maintained and defined through 
social institutions, ideology, the control of resources, the politics of intimacy and 
personal power. Male structured social institutions including the family, political system, 
workforce and the law, reinforce the power relationships between w o m e n and m e n 
(Rowland, 1992). 
Ideologies, or belief systems, as transmitted through socialisation processes, reflect male 
domination and control. Myths based on male-defined knowledge over women's 
experiences render w o m e n powerless (Rowland, 1992). The feminist movement also 
challenged existing professional definitions of sexual assault and failure of professionals 
to respond appropriately to victim/survivors. In encouraging w o m e n and children to 
speak of their experiences feminist research "enabled them to name what had happened", 
a process which effectively "challenged the dominance of professional discourses", 
demanding that the "stories' of victim/survivors become central to professional responses 
to sexual violence (Breckenridge, 1999:21-22). Such biographical material provides a 
valuable insight into the experiences of victim/survivors which is "quite different from 
most accounts that rely on official court ledgers, on the data recorded from the 
perpetrators' viewpoints by the welfare officer, or on data that depend on the records of 
the law enforcement agencies that intervened in disputes in which violence against a 
w o m a n was taking place" (Cook & Bessant, 1997:14-15) 
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In concluding this chapter, it is apparent that: the groups most at risk of sexual assault 
(prevalence) include women, and female children (Finkelhor, 1984; Mazza et al., 1996; 
Fleming, 1997; Easteal, 1997; D'Arcy, 1999; Queensland Crime Commission & 
Queensland Police Service, 2000; and, Smallbone & Wortley, 2000); as a result of 
factors inhibiting disclosure the "reported' incidence (between 0.4% and 1.9%) of sexual 
assault does not reflect the "actual/true' incidence of sexual assault experienced by 
victim/survivors (Carrington, 1997; A B S , 1996; A B S , 1998; A B S , 2001) and, the impact 
of sexual assault on the victim/survivor, family and society includes multiple short and 
long-term negative physical, emotional and psychological effects (Graham, 1994; 
D'Arcy, 1999; Bennett et al., 2000; C A S A , 2000; Dunne & Legosz, 2000). 
The historical culture of rural interpersonal violence contributes to the higher rates of 
sexual assault in rural areas compared to urban areas (Carrington, 1997). Together with 
the traditional roles of rural m e n and women, geographical isolation and lack of 
confidentiality within rural communities impacts on the experiences of victim/survivors 
of sexual assault, their ability to disclose or report the assault and their access to support 
services. 
Economic, social and geographical factors contribute to the lack of rural services and 
subsequent rural disadvantage (Cheers, 1998). A report by Sloan (1998) highlights the 
lack of access to appropriate support services for rural victim/survivors of sexual assault 
due to a lack of co-ordination between services, low priority of sexual assault counselling 
for existing services, with issues of distance, and confidentiality also barriers to 
disclosure, support and reporting. Sloan (1998) also highlights the need for increased 
sexual assault specific training, while Ermacora's (1998) paper argues for a rural 
approach to service provision for rural communities. 
Theoretical explanations of sexual assault based on mythologies, which focus on the 
behaviour and psychology of victims and perpetrators of sexual assault and seen to be 
'knowledge' and "truth', are reflected in professional discourses which subordinate and 
silence victim/survivors of sexual assault. Such ideologies and beliefs systems reflect 
male domination and control, rendering w o m e n and children powerless. Feminism 
encourages w o m e n and children as victim/survivors to speak out, challenging dominant 
professional discourses. 
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With an understanding of the possible impact on victim/survivors of theoretical 
frameworks informed by mythologies about sexual assault that ignore the roles of power 
and gender, this study seeks to identify the extent of attitudes and beliefs adopted by 
participants that are based on Psychoanalytic, Victim Precipitation, Family Dysfunction, 
and Psychological explanations for sexual assault. 
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THE STUDY 
The findings of previous prevalence and incidence studies show sexual assault to be a 
gendered crime (Finkelhor, 1984; Mazza et al., 1996; A B S , 1996; Fleming, 1997; 
Easteal, 1997; A B S , 1998; Queensland Crime Commission & Queensland Police 
Service, 2000; A B S , 2001). A feminist theoretical framework for understanding sexual 
assault acknowledges the roles of power and gender (Breckenridge, 1999). Alternative 
theories of sexual assault are socially constructed, informed by a male-centred 
understanding of the experiences of w o m e n and based on mythologies. W h e n health and 
welfare professionals adopt attitudes and beliefs based on theoretical explanations of 
sexual assault, which ignore the roles of power and gender, blame the victim, deny the 
existence of the crime, and/or explain sexual assault as the behaviour of deviant males 
assaulting "mad' or "bad' women, the experiences of w o m e n as victim/survivors of sexual 
assault are subjugated and their voices silenced (Kelly, 1988; Scott et al., 1995; 
Breckenridge, 1999) 
This understanding was the basis for this study, together with findings of a rural study by 
Sloan (1998) that supported the rural perspective of this study. Sloan (1998) found that 
rape and sexual assault counselling is not a priority of most rural counselling services, 
and there was a general agreement by a number of rural services and victim/survivors 
that specific sexual assault training was required. 
An exploration of the prevalence of theoretical frameworks based on mythologies of 
sexual assault in the attitudes and beliefs of health and welfare professionals is a step 
towards the development of a consciousness-raising training program, and improved 
service provision for w o m e n as victim/survivors of sexual assault. 
AIMS 
The study aims to document the attitudes and beliefs of a group of rural health and 
welfare professionals in the Central Highlands region of Victoria, to identify if 
theoretical frameworks of participants for the explanation of sexual assault reflect 
community attitudes based on traditional mythologies and misconceptions. The study 
also aims to highlight areas where specific training about sexual assault is required, based 
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on the needs of participants, and to recommend components for a future training 
program. 
CONTEXT 
With a population totalling approximately 135,000, the Central Highlands region of 
Victoria incorporates the towns and cities of Ballarat, Bacchus Marsh, Ararat, and 
Daylesford. West of Melbourne, it is of historical significance due to its gold-mining 
past, and is currently a popular destination for tourists. 
Community health and welfare centres in the region employ 5.3% (n = 1474) of the 
population of employed males; and 21.6% (n = 4687) percent of the population of 
employed females (Department of Infrastructure, 1998). 
METHOD 
Framework for research 
This study is a feminist based research project. A feminist methodology involves an 
ongoing criticism of non-feminist scholarship, with the aim of changing the 
consciousness of others (Reinharz, 1992). The theoretical framework underlying 
feminist research is defined by Laws (1986 in Kelly, 1988:4) as the belief "that w o m e n 
are oppressed and [have] a commitment to end that oppression", while Reinharz (1992) 
refers to the obligation of feminist research to contribute to social change through 
consciousness-raising or specific policy recommendations. Feminist research utilizes 
feminist theory because other theoretical perspectives ignore the issues of power and 
gender, while acknowledging the personal as political and the diversity of w o m e n within 
this analysis (Reinharz, 1992). A feminist framework for research directs the focus of 
the questions to be asked and the design of the study, guiding analysis and indicating the 
focus of attention (Robson, 1993). 
Sargent (1994) claims that ideas and knowledge are influenced by the social position of 
individuals w h o produce them, including their gender, with discourse influenced by the 
same factors. According to Robson (1993) feminists have challenged the way in which 
knowledge is produced and whose view it represents. In deconstructing the existing 
frameworks for understanding sexual assault of participants, through a feminist analysis 
of power and gender, this study highlights the subordination and silencing of women's 
experiences as victim/survivors of sexual assault through socially constructed knowledge 
(Reinharz, 1992). 
The researcher is always present in the research. This challenges the notion that research 
can objectively separate the researcher from the object of her research (Reinharz 1992). 
Reinharz (1992:6) refers to a definition of feminist research methods as "...methods used 
in research projects by people that identify themselves as feminist...". In taking a 
feminist approach to this study, the researcher sees sexual assault as a gendered crime, 
with perceptions by the community and others based on the mythologies of sexual assault 
coming from the power and privilege of males. The researcher's attitudes and beliefs 
about sexual assault are the result of personal values (the rights of w o m e n and children to 
have a voice); and tertiary education (Bachelor of Social Work) during which a number 
of units in Women's Studies and Sociology were completed, developing a strong feminist 
theoretical framework for practice. In addition, in the role of After-hours 
Counsellor/Advocate ( C A S A ) the researcher works within a feminist theoretical 
framework for understanding the roles of power and gender in sexual assault, and for 
working with victim/survivors of sexual assault. Working in the role of Alcohol and 
Other Drug Counsellor has provided the researcher with an insight into the underlying 
issue of sexual assault for many clients with substance abuse problems. While these 
experiences (of sexual assault) may have been recent, some clients have disclosed 
experiences of child sexual assault which had occurred 40-50 years earlier and which 
they had never disclosed previously. Both counselling roles have provided the researcher 
with an insight into the difficulties for victim/survivors associated with sexual assault and 
disclosure, including a fear of the professional's response, of disbelief or shock, and 
feelings of self-blame and guilt. The researcher acknowledges the personal issues of 
anger and sorrow experienced as a professional working with victim/survivors telling 
their stories and disclosing experiences of sexual assault. These issues were shared with 
participants prior to and during the interviews. The researcher believes that this created 
an open and trusting relationship with participants, with the researcher empathising with 
participants as professionals w h o often share similar personal feelings when working 
with victim/survivors disclosing sexual assault. 
In referring to the researcher as "the insider' Robson (1993) points to the advantages 
researchers when carrying out a study within their field of practice or workplace, 
including having a personal understanding of the context of the study, and having "street 
credibility' in understanding the job and its stresses and strains. 
In acknowledging personal beliefs and attitudes the researcher's intention was to identify 
as both participant and researcher (Reinharz, 1992). Whereas it is c o m m o n for feminist 
researchers to research in their o w n voice (Reinharz, 1992), the researcher acknowledges 
the academic approach to this study, therefore the first person singular has not been 
applied. However, this does not deny any inclusion of the researchers o w n voice in the 
study. 
Qualitative, small study, explanatory approach 
This project was a qualitative, small scale, explanatory study using face-to-face, in-depth 
interviews. The qualitative approach to this study was appropriate, due to the use of the 
narrative responses of participants (compared to a quantitative approach for studies of 
numbers and other data that can be transformed into numbers). The qualitative approach 
of this study allowed for an interpretation of responses that enabled identification of 
theories and concepts (Robson, 1993). 
The explanatory approach of this study refers to Yin (1989, in Robson, 1993) suggesting 
that making an initial theoretical statement, in this instance the feminist theoretical 
explanation for sexual assault based on power and gender, and comparing the findings, 
responses showing the attitudes of participants based on Psychoanalytic, Victim 
Precipitation, Family Dysfunction and Psychological explanations for sexual assault 
against such a statement, showing h o w the results do, or do not fit with the original 
theoretical statement. 
Sample size of participants for qualitative studies are highlighted by Denscombe 
(1998:26-27), "purposive sampling', "snowballing' and "theoretical sampling1, rather than 
randomness and probability. The sample size may change during the study, and the 
sample size will generally be small. 
It is acknowledged that this study is a small-scale study and therefore cannot be seen to 
be representative of all rural health and welfare professionals. This is considered by the 
researcher as a limitation of the study. However, Denscombe (1999:24) states that 
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"provided that the limitations are acknowledged and taken into account, the limited size 
of the sample need not invalidate the findings". This study does report the attitudes and 
beliefs of participants, as rural health and welfare professionals in the Central Highlands 
region of Victoria, about the prevalence, incidence, disclosure and effects of sexual 
assault. 
PARTICIPANTS 
Sampling occurred purposefully, rather than by random sampling (see Morse, 1998). 
Selection of participants involved a "snowballing' approach, which involved m y 
approaching health and welfare professionals known to the researcher or staff at Ballarat 
C A S A . Following initial contacts and interviews the researcher became aware of other 
enthusiastic and willing participants as a consequence of other professionals becoming 
aware of the research project via current participants, professional contacts, and/or co-
workers. 
Three male and eleven female health and welfare professionals participated in the study 
(closely reflecting the proportion of both males and females employed in health and 
welfare agencies in the region being studied). Participants represented a number of 
health and welfare services including family counselling, children, youth, aged, adult, 
psychology, alcohol and other drug, welfare, and supported accommodation. While only 
4 out of 14 participants had completed specific sexual assault training, participants were 
experienced in their field (working in the health and welfare profession for an average of 
approximately 5 years). Morse (1998) points to the value of participants having the 
knowledge and experience the researcher requires. The researcher believes the group of 
participants in this study provided a valid representation of the professional "population' 
of health and welfare professionals in the Central Highlands region, and all having 
experienced clients disclosing experiences of sexual assault. 
ETHICAL CONSIDERATIONS 
Prior to research beginning, ethical approval was gained from the University of Ballarat, 
Ballarat Health Services and St John of God Hospital. Preceding interviews, participants 
were provided with a letter (see Appendix A ) requesting informed consent, outlining 
processes for maintaining the privacy and confidentiality of participants, and providing 
the option of withdrawing from all or any part of the interview at any time. Furthermore, 
participants were provided with an Informed Consent Form (see Appendix B ) and the 
option of accessing qualified counsellors if required. This approach was in keeping with 
the principle of "Do N o Harm', which recognises the problem of previous distressing 
experiences resurfacing during or following the exploration of the sensitive issue of 
sexual assault (Kelly, 1988). 
In adhering to the ethical considerations of this study to maintaining privacy and 
confidentiality of the information collected, including identifying details of participants, 
responses were coded to avoid identification with participants. 
INTERVIEWS 
Interviews based on a number of questions and case studies lasted for 1-1.5 hours. 
Participant responses were taped and on some occasions the researcher also made written 
notes (more often as a back up for any unexpected failure of the tape recorder). O n two 
occasions responses to a question could not be transcribed in full due to technical 
difficulties with the tape recorder. 
While a "postal type' questionnaire can be used to obtain information from a large group 
in many locations, the small-scale of this study determined the researcher's decision to 
engage participants in face-to-face taped interviews based on a number of open and 
closed questions. This approach provided the opportunity for the researcher to modify 
the line of enquiry, follow up interesting responses, and investigate underlying motives 
(Robson, 1993). 
QUESTIONS (see Appendix C) 
Responses to questions concerned with attitudes or beliefs are relatively difficult to 
obtain, as they are often "complex and multidimensional and appear particularly prone to 
the effects of question wording and sequence" (Robson, 1993:228). The content of 
interviews were prepared in advance, consisting of a number of open and closed 
questions, which, within the semi-structured approach of the interviews, were subjected 
to changes during the course of the interviews. 
Closed questions are structured to allow only those answers, which fit into those 
categories previously established by the researcher. Options can be restricted to "yes' or 
'no' responses (Denscombe, 1998). The advantage of the closed question was seen by 
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the researcher to be for the purpose of screening participants for those who responded 
'Yes' to the question when asked if they had previously worked with clients w h o had 
disclosed the experience of sexual assault, and identifying appropriate participants. 
The use of open-ended questions allows for respondents to express their responses in 
their o w n words, and the length of their answer. The advantage of open-ended questions 
is the opportunity for responses to reflect the "richness and complexity of the views held 
by the respondent" (Denscombe, 1998:101). Open-ended questions were structured in a 
way, which sought the beliefs and attitudes about the definition, causes (reasons for 
occurrence), prevalence, incidence and disclosure rates, and effects of sexual assault. 
Definition 
The question relating to the participant's understanding of h o w they defined sexual 
assault was aimed at identifying their level of understanding about what constitutes 
sexual assault, and if this indicated a feminist understanding of sexual assault as a 
'continuum' of sexual violence. 
Reasons 
The purpose of the question " What is your understanding about reasons why sexual 
assault occurs?'was to identify the theoretical explanation for sexual assault which 
informed the attitudes and beliefs of individual respondents that is, as a feminist theory 
of power and gender, or other. 
Prevalence 
The question ' What group of individuals do you think are most at risk of sexual assault in 
your community?' was aimed at identifying the depth of participant's understanding of 
the role of power and gender in sexual assault, that is their belief of sexual assault as a 
gendered crime, reflecting the power inequalities of w o m e n and children in a patriarchal 
society. 
Incidence and disclosure 
The purpose of the question' What percentage of sexual assaults that occur in your 
community do you think are reported to police ?' was to identify the level of 
understanding of differences between "true' incidence rates and reported incidence or 
disclosure of sexual assault. To enable participants to respond to this question, the 
researcher asked the participants to equate their responses with experiences as a rural 
professional working with clients w h o disclose experiences of sexual assault. The 
researcher asked for participant's understanding of incidence and disclosure, based on the 
number of clients w h o have disclosed to the participant and not reported, compared to 
number of clients w h o have disclosed and reported. Participants were also asked to 
identify what they believed to be the reasons for non-reporting and/or non-disclosure. 
Effects 
Participants were asked " What do you understand to be the possible impact of sexual 
assault on victim/survivors and others?'. The purpose of this question was to explore the 
depth of understanding of participants in relation to the consequences of sexual assault 
on individuals, family and society. 
CASE STUDIES (see Appendix D) 
Case studies (scenarios) were provided to enable a more in-depth exploration of attitudes 
and beliefs of participants. Scenarios provided clear indications of assessment and 
intervention strategies, that is in the identification of possible indicators of sexual assault 
(highlighting understanding of effects of sexual assault on victim/survivors), frameworks 
applied for understanding sexual assault (indicating attitudes and beliefs based on 
mythologies), and responses following the possibility of disclosure. 
VARIATIONS 
The qualitative approach of this research project acknowledges the feminist researcher 
becomes a part of the research environment and experiences interactions with the 
respondents. Consequently, methods are open and can be changed, in response to data 
collection occurring simultaneously with analysis (Sarantakos, 1993). This resulted in 
questions being expanded where appropriate to further explore the issue or extract 
information. Variations made throughout the study are indicated below. 
Variations to interview questions 
Question 6: To obtain a more in-depth response to this question, that is the effects on 
families, community for example, this question was changed from" What do you 
understand to be the possible effects of sexual assault?' to " What do you understand to be 
the possible impact of sexual assault on victim/survivors and others?'. 
On reflection, the researcher considered question 11 to lack depth. The revised question 
11 aimed at identifying participants' awareness of impact/effects on victim/survivors (as 
possible indicators) of sexual assault; their attitudes to further exploring the issue of 
sexual assault; and, referral processes following disclosure. The question was altered 
from 'Please read attached case studies and comment on your assessment and 
intervention processes for each?"to 'Please read attached case studies and comment on 
what specific details would indicate to you that the client may be a victim/survivor of 
sexual assault. Would you approach the issue? If so, how would you respond following 
disclosure?' 
Initially question 12 aimed to identify any previous training about sexual assault. The 
variation of this question was aimed at identifying the basis for participants' beliefs and 
attitudes about sexual assault, including personal values, tertiary studies, and/or specific 
training about sexual assault. This question was changed from ' Can you provide 
information about previous training you have had relating to sexual assault?''to " "Can 
you provide information about where your beliefs/attitudes about sexual assault have 
come from, including previous training you have had?' 
Variations to case studies 
Case studies were given more depth mid-way through interviews, primarily to encourage 
a more in-depth exploration by participants, and second, to allow for a more thorough 
investigation of the attitudes and responses of participants. 
In addition, two further case studies were included. This was in response to the wide 
range of roles of participants (with the inclusion of one adult male case study, and one 
older adult female case study). 
TERMS 
While both male children and male adults have been victims of sexual assault, this study 
acknowledges sexual assault as a gendered crime. With the prevalence of female 
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w o m e n and children as victims of sexual assault, this study refers to the victims and 
survivors of sexual assault using the female gender. 
The term "victim/survivor' is generally used in this study, in preference to the term 
"victim'. The term, as preferred in feminist analysis of sexual assault, highlights the 
strength of victims of sexual assault to survive. 
ANALYSIS 
Using a narrative approach to analysis, key words were noted from the transcripts of tape 
recorded interviews and categorised into themes of reasons, prevalence, incidence and 
disclosure and effects. 
Results of this study referred to actual numbers involved rather than percentages. This 
was in acknowledgement of the small sample of this study, where reference to 
percentages would disguise the low number of responses (see Denscombe, 1999). 
Identified beliefs and attitudes of participants were analysed for evidence of frameworks 
based on mythologies about sexual assault; implications for victim/survivors were 
discussed, and training needs (as identified by participants) acknowledged and addressed 
as recommendations for a suggested feminist-based program aimed at increasing 
awareness of the nature and effects of sexual assault and providing a gender sensitive 
approach to working with victim/survivors of sexual assault. 
FINDINGS 
Whilst the study focused on the personal insights, intuitions, attitudes and beliefs of the 
participants as practising health and welfare professionals, the study also identified 
professional theoretical frameworks as applied in participant approaches to practice 
(identified in Scenarios provided). 
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ATTITUDES AND BELIEFS OF PARTICIPANTS ABOUT SEXUAL 
ASSAULT 
Participants in the current study came from a number of health and welfare fields with 
backgrounds in, family counselling, addictions, general welfare, youth, aged, disability, 
domestic violence, nursing, mental health, and psychology. Educational background of 
participants included Diploma, Undergraduate and Postgraduate studies in Social Work, 
Rural Social Welfare, Psychology, Nursing, Sociology, and Welfare. Client groups of 
participants included families, groups and/or individuals, including children, adolescents, 
adults and older adults. Within their professional roles participants provided counselling, 
and/or support around issues of homelessness, alcohol and drug abuse, family 
breakdown, mental and physical health. All participants acknowledged that they had 
worked with individuals who had disclosed experiences of sexual assault within the 
professional relationship. 
Responses to interview questions were recorded and transcribed. In a narrative form, 
partial responses by participants are shown, to indicate the wide range of theoretical 
frameworks, which form the basis of beliefs and attitudes of participants about 
prevalence, incidence and disclosure, and effects of sexual assault. In addition, responses 
identifying gaps in knowledge, and suggested training components for any future training 
program for professionals working with victim/survivors of sexual assault are included. 
SEXUAL ASS Al JUT DEFINED 
Defined as a continuum of sexual violence, the term "sexual assault* provides a 
framework for describing a range of sexual violence, which has legal consequences 
including "abuse, intimidation, coercion, intrusion, threat and force..." (Kelly, 1988:75-
76). 
To determine the context in which participants were responding to questions about sexual 
assault, the researcher asked respondents to define sexual assault in their own words. 
Examples of responses included: 
• "...Anything that makes someone...feels uncomfortable.. .'(R2) 
'Any incident perceived by victim/survivor to be sexual assault... '(R4) 
• "Any non-consensual sexual activity... '(R6| 
"...Defined as any experience of their body being violated by somebody 
else without their consent and...also emotional abuse, physically or 
emotionally violated in terms of their sexual identity... '(R9) 
• 'Anything that makes the... [individual] feel inappropriate or makes them 
feel uncomfortable... '(Rl) 
All (14 out of 14) participants defined sexual assault consistent with a feminist 
understanding of sexual assault, as defined by Scott et al. (1995:4) as "Any sexualised 
behaviour by the offender which makes the victim feel uncomfortable or afraid;.. .as [the victim] 
defines her experience herself. Participants described an extensive range of sexual violence 
when defining sexual assault, which concurs with Kelly's (1988) continuum of sexual violence, 
used to describe the extent and range of sexual violence experienced by victim/survivors. 
REASONS FOR SEXUAL ASSAULT 
Responses to the question asking for participant's understanding of reasons why sexual 
assault occurs varied, including a feminist understanding of the roles of power and 
gender in sexual assault (8 out of 14); family dysfunction theory (2); psychological 
theory (2); victim precipitation theory (1); and unknown (1). 
Eight responses identified the role of power in sexual assault, although only one response 
(R9) specifically identified the issue of gender. Examples of responses included 
• "...a power tool used by one person over another... '(Rl) 
• "Power over someone else ...it is a crime of power...' (R3) 
• "Issues of power and control... men... exercising the power and control 
over them [women]...' (R9) 
Responses by Rl 1 " ...generational ...just what happens [within the family]' and R4 
'.. Jack of nurturing' indicated a Family Dysfunction explanation for sexual assault, 
based on the myth: "Mothers collude and encourage incest, thereby avoiding some of 
their responsibilities as wives' (Breckenridge & Carmody, 1992:98). This myth implies 
that "had the wife/mother been sexually co-operative with her spouse/partner, he would 
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not have been forced to turn to the children) for sexual gratification" (Scott et al., 
1995:20). Underlying this myth are the beliefs that: men's emotional and sexual needs 
are uncontrollable; w o m e n are responsible for meeting the (sexual) needs of her 
spouse/partner; when his spouse/partner fails to meet his sexual needs, it is acceptable for 
the male to turn to his child(ren); family dysfunction precipitates sexual assault (that is, 
the mother has "allowed' the abuse to occur); and, mothers intuitively know of the child 
sexual assault and it is their duty to protect the children) from the father, and the father 
from themselves (Scott et al., 1995). While acknowledging that sometimes mothers are 
aware of the occurrence of child sexual assault, "maternal collusion in incest, when it 
occurs, is a measure of maternal powerlessness" (Herman, 1982 in Scott et al., 1995:20). 
To examine the mythology of "mother-blame', as incorporated into practice by many 
workers, four major categories of criticism of the mother's role in child sexual assault can 
be identified: "their non-fulfilment of their role as a wife, the way the mothers are 
involved in the incest, the personality traits they possess, and the victim's anger" 
(Mcfritryre, 1981; Herman, 1981; Campbell, 1988 in Breckenridge & Carmody, 
1992:101). 
(i) Non-fulfilment of role as wife/lack of sexual relations: 
Acceptance of this belief as justification for child sexual assault, is linked to the belief of 
the rights of m e n to expect/demand a sexual relationship with an attentive and attractive 
partner at all times. Beyond this expectation of w o m e n is the "need' for a m a n to look 
beyond his partner, to others, including his child (Breckenridge & Carmody, 1992). 
(ii) The mother's involvement - unconscious collusion: 
Embedded in psychoanalytic and family dysfunction theory, this view is pervasive in 
professional practice. In accepting the scenario of the mother unconsciously forcing the 
daughter to assume her role of wife and lover with the child's father, this scenario fails to 
question the ability of both wife and daughter to "unconsciously achieve such a powerful 
sham in relation to the patriarch of the family" and assumes the father accepts and acts on 
his daughter's sexual advances (Breckenridge & Carmody, 1992:101). Additionally, the 
role of the father is never acknowledged, viewed to be inconsequential to the 
"unconscious acts' of the (less powerful) mother and daughter (Breckenridge & Carmody, 
1992). 
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(iii) Mothers as ill, absent or rejecting (offender's relationship with his mother): 
In blaming the offender's biological mother for his "monstrous' behaviour, such a myth 
diverts blame for the incestuous offence from the child's mother, transferring this to the 
offender's mother, as a different version of "mother-blaming' (Breckenridge & Carmody, 
1992). 
(iv) Victim anger: 
In response to "mother-blaming' myths, entrenched in community attitudes and 
internalised by victims of child sexual assault, it is not surprising that many victims of 
child sexual assault direct their anger towards their mother (Wearing, 1984 in 
Breckenridge & Carmody, 1992). 
Claiming the construction of mother-blaming myths as false and "internally 
contradictory', Snowden (1982 in Breckenridge & Carmody, 1992:105-6) claims: 
If a mother knows but doesn't tell, for fear of both being believed or because she is afraid 
to send the family's means of support to jail, she is blamed for not protecting her child. If 
she doesn't know and therefore can't tell (the majority of cases), then she is blamed for 
not knowing, as if she should never have let her daughter out of her sight, not even in her 
own home. Finally, if she finds out and tells, she is blamed for breaking up the family. 
Although coming from family dysfunction theory, these criticisms are also linked to 
Freud's psychoanalytic view of "hysterical' mothers/women, and the "deviant' psychology 
of the male offender being the result of the relationship with his mother. The Family 
Dysfunction theoretical explanation shifts responsibility for the sexual assault from the 
perpetrator to the victim and other non-offending members of the family (Breckenridge, 
1992), and is also reflected in the myth: "incest [child sexual assault] predominantly takes 
place in dysfunctional families and working class families' (Scott, 1995:24; Kelly, 
1988:35). Scott et al. (1995) explains that unlike other family groups, lack of access to 
resources draws attention (of welfare, legal and medical authorities) to sexual assault 
within low socio-economic families, thereby defining them as "problem families' (or 
dysfunctional families). 
Reflecting a Victim Precipitation perspective (victim-blaming), participant R8 refers to 
the role of the victim, that is in having a "victim' type personality as identified by the 
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perpetrator to be ".. .someone who is not going to fight back...the person doesn't say 
anything, they are timid so they [the perpetrator] keep going [continue the sexual 
assault]' (R8). Victim Precipitation theory ascribes to myths which consider the female 
as responsible for the sexual assault in failing to communicate her resistance to the male 
(perpetrator) (Scott et al., 1995). A s indicated by Kelly (1988:35), the myth "Women 
enjoy being raped/want it' supports the belief that if the female does not object they must 
"like it'. This belief fails to acknowledge the role of the perpetrator; creates stereotypes 
of w o m e n w h o are raped (Carmody, 1984), and results in self-blame (the victim/survivor 
taking responsibility for the male's behaviour) (Scott et al, 1995). 
Two participants identified the deviant behaviour and personality types of perpetrators as 
the cause for the occurrence of sexual assault. R 7 referred to the "cognitive... [and] learnt 
behaviour' of perpetrators of sexual assault and child sexual assault, while R 6 responded 
"people in the world who really don't know who they are...' when referring to 
perpetrators of sexual assault. Participant R 2 responded: "I haven't worked with 
perpetrators sol am not sure why, I really don't know\ 
An explanation for sexual assault that focuses on the perpetrators as "mentally 
ill/deviant/sick' applies a psychological framework for understanding reasons for the 
occurrence of sexual assault that concentrates on prevention and treatment by identifying 
offender "profiles/traits' (Breckenridge, 1992). The Psychological theoretical 
explanation is based on myths such as "Sexual assault is perpetrated by psychologically 
disturbed, sex-crazed madmen', and "Only psychotics rape. Normal m e n don't rape. If he 
has no psychosis, then he cannot have raped' (Barry, 1992:53; Scott et al, 1995:21,8). 
These myths adhere to the belief that deviant behaviours (for example, drug/alcohol 
abuse, mental illness) are the cause of sexual violence (Kelly, 1988). In stereotyping 
perpetrators of sexual assault as "sick' or "mentally ill', this myth both protects offenders 
from "middle' and "upper' classes, and ensures the conviction of those w h o fit the 
stereotype. This myth has also resulted in "[intellectually disabled] m e n arrested for 
suspected sex offences" (Carmody & Bratel, 1992:212). This is disputed by research, 
which found "only a small proportion of offenders are psychotic, senile or mentally 
retarded" (Russell, 1984 in Breckenridge, 1992:23). 
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Perpetrators of sexual assault come from all socio-economic classes, professions, and 
cultural groups (Scott et al., 1995). Characterising offenders of sexual assault as 
psychotic, schizophrenic, poor or underprivileged denies the reality of the perpetrator as 
a "normal' married family m a n and perceives the offender of "good-character' as "having 
made a mistake', thus enabling the offences to continue. This perception also denies the 
reality of the crime: the experiences of the victim and its impact on the victim (Scott et 
al., 1995). 
In identifying perpetrators of the crime of sexual assault as "psychopathic males' this 
myth concludes that the rapist is likely to be a stranger, rather than "normal' family 
members, and is supported by myths such as: T h e rapist is usually a stranger' and 
"Women can avoid being raped by not walking alone on the streets at night', which infer 
that sexual assault occurs in the street at night (Scott et al., 1995:19,22). Underlying this 
myth is the belief that "the rapist is a "sex-crazed stalker of night streets and lanes'.. .[and 
assumes] that w o m e n can prevent rape by not walking the streets at night" (Scott et al., 
1995:19). Psychological theoretical understandings deny the fact that most perpetrators 
of child sexual assault are likely to be a father, stepfather, de facto partner, uncle, brother, 
or cousin of the victim, rather than a stranger. In fact, an offender of child sexual assault 
is most likely to be "a young, heterosexual ["normal'] male who has a young family (or 
access to a young family)" (Scott et al., 1995:22). 
Summary: This study found that more than half (8) of the fourteen participants believe 
power inequity between males and females, with one referring to the role of gender, as 
the reason for the occurrence of sexual assault, with other respondents referring to the 
myths of victim/survivors, the dysfunctional family and the psychology of perpetrators. 
PREVALENCE OF SEXUAL ASSAULT 
Feminist theory understands sexual assault to be a gendered crime (women and girls 
most at risk), ".. .an example of the oppression experienced by all w o m e n within a 
patriarchal society" (Brownmiller, 1975 in Carmody, 1992:13). Mazza et al.'s study 
(1996) found almost 1 in 3 w o m e n had experienced sexual assault since aged 16 years of 
age; while Fleming's (1997) study found 1 in 5 had experienced child sexual assault, with 
the perpetrator known to the victim/survivor in 9 8 % of cases (41% of perpetrators being 
a family member). The C A S A survey and Phone-In (D'Arcy, 1999) found females 
experienced 8 8 % of disclosed sexual assaults, with most sexual assaults perpetrated by a 
male (93%). 
Participants were asked to identify groups of individuals most at risk of sexual assault. 
Responses of 8 out of 14 participants closely reflected a feminist view of sexual assault 
that is, as a gendered crime, with responses including: 'Females as a gender compared to 
males...Adults and children and adolescents as females...' (R4);" ...across all 
ages... women...are a lot more vulnerable as girls or adolescents' (R5); and," ...young 
women within the family' (R6) 
However, while highlighting the prevalence for women, but reflecting a Victim 
Precipitation perspective, participant RIO claims that it is the behaviour of females which 
lead them to being the most vulnerable in our society: 
• Tsee two groups of women most vulnerable, adolescent girls who are 
trying to establish their sense of gender identity and role in their 
world...and more open to abuse in that situation. The other group, 
women in their 40s... trying to recapture the sense of being an attractive 
and youthful woman...put themselves in the position' (RIO) 
Such a response supports the belief that women are responsible for sexual assault and 
transposes the responsibility from m e n (as perpetrators) to women (as victim/survivors) 
(Carrington, 1997). Victim precipitation theory is based on mythologies about sexual 
assault which blame the victim for the sexual assault, defining the type of w o m e n who 
are raped, and the situation in which offence occurred for example, "Nice girls don't get 
raped' (Blyth & Vernon, 1992:132; Laing, 1992:77) creates "stereotypes' of w o m e n who 
are raped as "bad' (for example, w o m e n who dress or behave "provocatively') and those 
who are not as "nice/good' (Scott et al., 1995). Girls and women are rendered responsible 
for the sexual solicitations of boys and men, and responsibility for any sexual encounter 
is effectively transposed from men to w o m e n (Carrington, 1997). Carmody (1992) 
claims that these myths are entrenched in the perceptions of sexual assault held by the 
community and many victims. 
Reference to Family Dysfunction theory in identifying groups most vulnerable to sexual 
assault is shown in the responses: " ...children... especially in families with alcohol and 
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drug abuse' (R12); 'those [children] born into families that believe.. .[child sexual 
assault] to be normal' (Rl); and, "[children and young people in] step families... at high 
risk...family dynamics' (R2). In highlighting the dysfunctional roles of family members 
as reasons for the occurrence of sexual assault, the Family Dysfunction theory refers to 
myths such as: "Incest [child sexual assault] predominantly takes place in dysfunctional 
families and working class families" (Scott et al, 1995:24; Kelly, 1988:35). This myth 
explains child sexual violence within families (child sexual assault) as occurring for 
example, for girls "who come from problem families; large families; isolated rural 
families [dysfunctional families]; .. .are precocious; [that is] restricted to certain types of 
personality and/or particular social groups" (Kelly, 1988:35). This myth is reflected in 
claims by Marwick (1983 critiqued in Pengally, 1991:190), in his analysis of incest, that 
sexual assault is a problem of the dysfunctional family which can be traced to the 
blurring of boundaries between marital/child subsystems, with a "spouses' dissatisfaction 
of a marital partner (the wife's withdrawal from sexual activity) expressed by the sexual 
assault of the child, that is "a feature of marital dysfunction". According to Scott et al. 
(1995:24) while child sexual assault occurs across all socio-economic groups, working-
class families "do not have access to resources to hide child sexual abuse, and therefore 
are more likely to draw the attention of welfare, legal and medical authorities". 
Participant R8 identified a prevalence of sexual assault for people with a mental illness 
as:"... highly vulnerable because they are fairly sexual... could be [sexually] abused'. 
Suggesting provocation or obsession with sexual matters, this belief supports the myth 
"People with disabilities are more easily sexually aroused than other people" (Carmody 
& Bratel, 1992:212), and relates to Freud's theory of w o m e n as "mad', ensuring that 
allegations of sexual assault by w o m e n with a mental illness go "unrecognised, silenced 
or disbelieved" (Davidson & McNamara, 1999:101), by suggesting "provocation, an 
obsession with sexual matters, or that the act was impossible" (Carmody, 1992:212). 
Davidson and McNamara (1999:99) claim, "mental illness personifies the idea of other, 
of difference and of disempowerment". The reality for w o m e n diagnosed with mental 
illness is "difference': because of a patriarchal society's belief of "mad' as different from 
"normal* and "female' as different from male; and, "disempowerment': because of her 
gender and being categorised as "not normal'/mentally ill, that is not able to make 
decisions for herself, needing professional "treatment' and (often) delusional. The 
ideology of difference and disempowerment personified in mental illness that is as 
"female' and "mentally ill' differ from "male' and "normal'. (Davidson & McNamara, 
1999). 
In conjunction with the view that women (and children) could not be believed, was the 
equally powerful construction of w o m e n as mad. This theory by Freud that connects 
mental illness (hysteria) of w o m e n and child sexual assault (in The Aetiology of Hysteria, 
1896) ensured that allegations of sexual assault made by w o m e n could not be believed, 
by claiming sexual assault was a fantasy/a bad dream. This construction of w o m e n as 
"mad, unreliable and unbelievable, coupled with the belief that the m a d are disposable 
and of little value", created a cultural environment which led to the incidence of sexual 
assault in psychiatric facilities to go "unrecognised [by both community, and 
professionals/workers], silenced or disbelieved" (Davidson & McNamara, 1999:101). As 
an example, Davidson (1997 in Davidson, 1999:93) states: 
One victim was told she was delusional, and threatened with return to the seclusion room 
where staff members had sexually assaulted her. Another was aware that her disclosure 
had prompted staff to decide that her mental health had deteriorated, putting at risk her 
imminent discharge from the hospital where she had just been abused. In both these 
cases the victim made a conscious decision to pursue the matter no longer.. .T was 
shocked, I was angry, I was afraid, I was terrified that it might happen again. So I 
thought, well, the best thing is to just do what I'm told to do and shut up and get out as 
quick as I can'. 
Psychoanalytic theory fails to acknowledge the social context in which the sexual assault 
occurs, and conceals the role of the offender (Breckenridge, 1992). H o w e (1999:14) 
explores the issues of power and abuse that: 
are pivotal to the nature of institutions and create.. .passivity, withdrawal and a loss of 
sense of self.. .Sexual abuse has resulted in effects that are diagnosed as mental 
illness whilst the abuse goes undetected and unexplored.. .the rewarding of 
compliance to medication and compliant behaviour.. .[is] a predisposing factor in 
the vulnerability of w o m e n with disabilities to abuse in institutions. 
In summary, this study found 8 out of 14 of participants believed sexual assault to be a 
gendered crime, that is w o m e n and girls most at risk of sexual assault, and one (1) 
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respondent understanding the group most at risk of sexual assault to be vulnerable groups 
in the community such as the young and elderly (a feminist theoretical understanding). 
Other responses reflected alternative theoretical explanations including Victim 
Precipitation (1), Family Dysfunction (3), and Psychoanalytic (1) which ignore the 
socialised roles of males as dominant and females as subordinate and disempowered, and 
sexual assault as male dominance over females and therefore a gendered crime. 
INCIDENCE AND DISCLOSURE OF SEXUAL ASSAULT 
Previous studies have shown incidence rates over a twelve-month period of 1.9% (ABS, 
1996) and 0.4% (ABS, 1998) for w o m e n 18 years and above, with A B S (2001) showing 
reported incidence rates of 0.05%. With A B S studies (1996; 1998) referring to disclosed 
experiences of sexual assault and A B S (2001) reporting police data relevant for the 
twelve month period 1999 to 2000, incidence studies and reports rely on either disclosing 
and/or reporting of experiences of sexual assault. As Carrington (1997) points out, with 
the majority of incidents of sexual assault not included in recorded police data (or with 
issues of self-blame, guilt or difficulties associated with understanding what constitutes 
sexual assault) accurate figures of the incidence of sexual assault is not possible. 
In determining beliefs of occurrence of sexual assault (incidence) in their community, 
participants were asked for responses which reflect their own beliefs and attitudes 
following experiences of working with clients who disclose sexual assault, that is number 
of victim/survivors who have reported compared to those who have not reported. 
Two (out of 14) participants believed approximately 20% (R9) and 30% (R6) of sexual 
assaults had been reported to police, closely corresponding with findings of the Crime 
and Safety Survey (ABS, 1998 in D'Arcy, 1999) which found just one-third (33%) of 
victim/survivors reported incidents of sexual assault; and the C A S A survey (D'Arcy, 
1999) stating that 29%of victim/survivors had reported the crime to police. Respondent 
R6 believed that less than 3 0 % of sexual assaults would be reported with the high level 
of non-reporting due to " 'a number of reasons...lack of clarity around what constitutes 
sexual abuse, [belief of victim/survivor that they] brought it on themselves, not serious 
enough to constitute sexual abuse, maybe in a position where the consequences [of 
reporting]...!** make it far worse for them [fear]'. Following a discussion of the justice 
system, participant R 6 commented:" ...still appalling where judges say "She was 
wearing a short skirt"...' (referring to victim-blaming attitudes linked to Victim 
Precipitation theory, as the court's explanation for sexual assault). R 9 also refers to 
victim-blaming attitudes of the community, which lead to difficulties for victim/survivors 
in reporting or disclosing sexual assault based on s issues of shame, guilt and blame'. 
Victim-blaming attitudes adopted by community, professionals and victim/survivors of 
sexual assault are based on myths such as: "Women w h o are raped want, and ask to be 
raped' (Blyth & Vernon, 1992:132; Easteal, 1994:7), and "Men rape because they cannot 
control their sexual urges' (Scott et al, 1995:23) and "creates stereotypes of w o m e n who 
are raped and those w h o aren't.. .[and] shifts responsibility away from the rapist" (Scott 
etal., 1995:18-19). 
Underlying the myth that men have the right to sexual intercourse are attitudes, which 
excuse male responsibility for sexual assault. Scott et al. (1995) claim that a "sexual 
urge' does not give a male the right to sexually assault a w o m a n or child. Furthermore, 
most sexual assaults are premeditated and planned, rather than "spontaneous 
uncontrollable sexual acts" (Scott et al, 1995:23). With the focus on the victim's 
"behaviour and "character' prior to the assault", this theory blames the victim, "creates 
stereotypes of w o m e n w h o are raped and those who aren't.. .[and] shifts responsibility 
away from the rapist" (Scott et al, 1995:18-19). 
Three participants believed that 5% or less victim/survivors of sexual assault report the 
crime to police. Respondent R3 acknowledged issues relating to non-disclosure based on 
victim-blaming attitudes adopted by victim/survivors: 'police have suggested it won't go 
to court, that [the female] victim need not distress themselves further ...too hard to 
prove...Men [as victim/survivors of sexual assault] just don't want people to know 
because then they might be labelled as homosexual...they [both] become hidden 
statistics...'. In referring to the social stigma associated with homosexuality (see 
Sandfort, 2000), Cook et al. (2001) describes the barriers to reporting sexual assault for 
m e n as victim/survivors that include fears of being labelled homosexual and/or not being 
believed by police, and difficulties for male victim/survivors to recognise the sexual act 
as rape. 
Participant R8's belief that no more than 5% of sexual assaults are reported was linked to 
their understanding of the issues for victim/survivors associated with disclosure of 
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experiences of sexual assault to others and a fear of not being believed:" ...don't know if 
the person is going to listen to them or believe them'. This response refers to 
Psychoanalytic theory based On the myth "women and children often lie about rape' 
(Barry, 1992:52; Scott et al, 1995:16;, and was also reflected in two responses that 
identified less than 1 0 % of experiences of sexual assault are reported, for example R14 
responding 'very low...less than 10%...due to cultural attitudes... children not feeling 
safe enough to speak up [disclose sexual assault]'. A s with participant R8, this response 
also refers to Psychoanalytic theory and the victim/survivor's (child) fear of not being 
believed based on Freud's theory that disclosures of child sexual assault as the product of 
"fantasy' of w o m e n and young girls, and Piaget's (1930s) work which doubted the ability 
of children to tell the truth (in Breckenridge, 1992). It is the power relationship and 
social context within which sexual assault occurs which obscures the prevalence and 
incidence of sexual assault, and denies victim/survivors a voice (to be heard and 
believed) which leads their disclosures to be ignored or disbelieved (Breckenridge, 1992; 
Petrie, 2000). Issues around disclosure were seen by these participants to be linked to 
victim-blaming attitudes of the community adopted by victim/survivors, leading to self-
blame, guilt and shame. 
In perpetuating the stereotype of women as "mad/hysterical', the Psychoanalytic 
explanation for sexual assault has also led to accusations of women's recovered memories 
of childhood sexual assault being referred to as False Memory Syndrome (FMS). F M S is 
based on the misconceptions of Freud's theory that 'children secretly want to have sexual 
relations with their parent'. Those who deny the validity of recovered memories, 
believing that w o m e n seeking therapy for depression, insomnia or an eating disorder, 
disclose being sexually abused in childhood following the suggestion by the therapist, 
use the term. (Ross, 1997). Faludi argues that underlying these beliefs about recovered 
memories as F M S , are negative community attitudes towards women, drawing attention 
away from the problem of preventing child abuse (see Kristiansen, 1994 in Ross, 1997). 
Six participants believed they were not able to determine levels of disclosure that 
reflected the experiences of victim/survivors they had worked with, but acknowledged 
the low levels of reporting and the difficulties associated with disclosure. Examples of 
responses included: 
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"...A lot ©/[clients] have disclosed they have experienced sexual assault, 
but have never mentioned it to anyone prior to that moment...so much 
stigma linked to it...why it happened, what happened...believe it is the tip 
of the iceberg [referring to the number of reported crimes of sexual 
assault]'RIO) 
• 7 think a very small percent [report the sexual assault] ...but I'm thinking 
about the number of people I've spoken to who have experienced sexual 
assault and I don't know any of them who have reported it to the police. I 
think a very small number for a whole range of reasons for example, upset 
the family and sometimes "It must be me, I must have done something, 
because it didn't happen to other people, must have been something I 
did",.. .also, the problem of how do you prove it... /may have to discuss] 
behaviour during and prior to assault...' (R5) (being linked to the Victim 
Precipitation explanation of sexual assault and the attitude of "bad' women 
being responsible for the behaviour of males). 
Reflecting on victim-blaming attitudes that focus on the behaviour of victim/survivors, 
one participant believed less than 5 0 % of experiences of sexual assault are reported: "I 
don't think that there would be that many being reported. Under 50%... [referring to 
experiences of clients as victim/survivors disclosing sexual assault as]...junkies...[wiih] 
the responses they have been given by the police...far from pleasanf (R2). 
To summarise, 6 out of 14 participants were unable to identify levels of reporting of 
sexual assault, with 3 believing less than 5%; 2 participants believing 2 0 % and 3 0 % 
(concurring with findings of studies such as reported in D'Arcy (1999), that 2 9 % of 
respondents to survey reported the offence); 2 out of 14 participants believing less than 
10%; and, 1 participant believing less than 5 0 % of sexual assaults are reported. All 
participants (14 out of 14) believed that the low levels of reporting of sexual assault to be 
due to victim-blaming attitudes of the community (adopted by victim/survivors), and 
psychoanalytic theory based on attitudes and myths that claim women and children often 
lie about sexual assault. 
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EFFECTS O F S E X U A L A S S A U L T 
The consequences of sexual assault are far reaching and may affect all aspects of 
emotional, physical and psychological wellbeing (D'Arcy, 1999). Responses by 
participants listed a number of physical, emotional, and psychological effects to sexual 
assault including: sense of self/identity (4 participants); psychiatric disorders including 
depression (5); low self esteem (7); alcohol and drug issues (5); relationship issues (5); 
lack of trust (3); and self-blame/guilt/responsibility (4); as shown in Table 1: 
Table 1: Identified effects of sexual assault on victim/survivors 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
L o w self esteem 
Psychiatric disorders/ 
Depression 
Alcohol and drug issues 
Relationship issues 
(peers/intimates) 
Sense of identity/self 
Guilt and responsibility/ 
self blame 
Coping mechanisms 
Lack of trust (in others) 
Shame 
Post Traumatic Stress 
Disorder 
Sense of Security/ 
Feeling safe 
Feeling violated 
Feeling untrusted 
Feeling unbelieved 
8 
5 
5 
5 
4 
4 
3 
3 
2 
2 
2 
1 
1 
1 
R1, R2, R3, R4, R5, 
R9.R11.R14 
R1.R3, R4, R6, R7 
R1.R2, R4, R5.R13 
R2, R4, R6, R9, R14 
R3, R4, R9, R12 
R9, R10, R11.R12 
R1.R4.R14 
R3, R4, R14 
R9.R11 
R1.R6 
R5, R12 
R2 
R2 
R2 
Table 1. Identified effects of sexual assault on victim/survivors 
(continued) 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 
31 
32 
33 
34 
35 
36 
37 
Promiscuity 
Feelings of worthlessness 
Lack of self 
Confidence 
Spiritual (Questions faith) 
Disassociation 
Distress 
Phobias/Panic attacks 
Self medication 
(prescribed drugs) 
Parenting issues 
Physical effects: 
infection/disease 
Criminal activity 
Loss of (human) rights 
Embarrassment 
Self harm 
Ability to function 
Grief 
Anger 
Anxiety 
Family dynamics 
(dysfunctional) 
Perpetration of sexual 
Assault 
Risk taking behaviour 
Overachieving 
Financial/vocational 
R2 
R3 
R3 
R7 
R8 
R4 
R1 
R3 
R3 
R7 
R4, 
R2 
R11, 
R9, 
R11, 
R11, 
R12, 
R6, 
R9, 
R6, 
R5, 
R3 
R7, 
Examples of depth of understanding of the effects of sexual assault shown in responses 
are: 
• ".. feel...violated...untrusted, unbelieved when growing up...can lead to 
abnormal sexual activity... become very sexually promiscuous... drug 
addiction...screwedup relationships...' (R2) 
• "... self medication (for example, Valium, for women...).. .parenting 
issues.. .Lose trust... lack of self confidence and self esteem... become 
over achievers...to try to tell the world they are OK, try to present 
themselves in a different light to how they feel inside. So that's a conflict 
in itself too, because they're feeling unworthy inside but present as 
someone who can conquer the world...don't know who they are, loss of 
identity' (R3) 
• 'Wide ranging.. .financial, cognitive, vocational, physical and spiritual 
(question their faith "Why did God allow this to happen? ")...' (R7). 
In identifying effects of sexual assault on victim/survivors Participant Rl 1 refers to the 
(female) client's adoption of a victim-blaming attitude ".. feeling of guilt and 
responsibility, and fault and grief, a whole negative attitude... "it was my fault...shouldn't 
have looked...dressed that way, shouldn 't have been there"...', as reinforced by Amir's 
Victim Precipitation explanation of sexual assault, community attitudes, and mythology 
of rape which label w o m e n as "good' or "bad", (based on their behaviour/dress) 
(Carmody, 1992). Such a belief affects ways in which the victim/survivor perceives her 
role in the sexual assault, leading to the likelihood of non-disclosure due to feelings of 
blame and responsibility. 
One respondent points to the strength of survivors having experienced sexual assault: 
" ...[those] who have healed... through a lot of hard work and support' (R9); while 
participant RIO reflects on their practice approach ".. .1 don't like to work with the model 
once a victim always a victim...I like to work on a strength based model...if they take on 
that title ["victim'].. .they will always be a victim...' (RIO). This response highlights the 
role of the term "victim/survivor' discussed by Scott et al. (1995) - the term "victim' 
avoids any victim-blaming, that is as a victim of a crime, while the term "survivor' 
demonstrates the strength of w o m e n and children to survive the experience of sexual 
assault. 
From a different perspective (the worker's) R13 refers to the impact as a professional, 
following disclosure of sexual assault by a client: 7 really can't imagine what the impact 
is [on the victim/survivor].. All I know is that if someone were to disclose to me their 
experience of sexual assault, the impact on me is one of shock and grief and other 
things... close on distressing'. 
In summary, this study reveals all participants (14 out of 14) believed that sexual assault 
has a negative and long-term impact on the victim/survivor. Identified effects were 
wide-ranging and included emotional, psychological, physical, financial and spiritual 
costs for the victim/survivor. These responses closely correspond with identified 
consequences of sexual assault on victim/survivors as found in studies by D'Arcy (1999), 
and Frazier (2000), and reported by Bennett et al. (2000). While all fourteen participants 
noted the effects of sexual assault on victim/survivors, one participant identified negative 
effects on the dynamics of the family, while no respondents identified societal costs for 
example increased costs to health and criminal justice systems, as described by Bennett 
et al. (2000). 
SUPPORT SERVICES FOR RURAL VICTIM/SURVIVORS OF SEXUAL ASSAULT 
Ermacora (1998) reports that the rural C A S A experience suggests that the unwillingness 
of other professionals to develop expertise in the field means that C A S A is perceived by 
professionals to be the experts in working with victim/survivors of sexual assault. This 
attitude ( C A S A as the expert service) was reflected in several responses to this question, 
with 5 participants recognising C A S A as the 'main support group', 'the only specialist', 
the main service' (2 responses), and the 'only [sexual assault] specific service'. Other 
responses recognised the role of C A S A , but also included reference to other support 
services, for example: 
• 7 guess the main one is CASA... and there's WRISC, I think they run a 
group for women who had sexual abuse issues. I don't know much about 
what is around for children... I would be looking at a referral to a 
psychologist... who is good with kids [referring to child sexual 
assault]... but I don't know if there is a body like CASA that works 
specifically with children...' (R5) 
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'CASA is the main one that I know of, and then there is the generalist 
counsellors that don't specialise...I don't think there is another'(£2) 
Participant R7 showed an extensive knowledge of support services: 
'Formal services for victim/survivors and non-formal, that is CASA - a 
specific service. Lifeline as an informal support. Also, medical/health 
services...Police (special squad for crimes of sexual nature), CPU [Child 
Protection], Courts, we do have rules in our society, a structure...Legal 
services (strongly able to advocate)...psychologists, social workers, 
counsellors all offering support...School system, student welfare workers 
are more aware, tuned in, today, aware of...reporting' 
Meanwhile, one participant acknowledged the lack of support services for 
victim/survivors in rural towns: 
• " There's very little I think that could be offered. ..lean't think of anywhere 
I would...refer [victim/survivor] to' (R3) 
This study found 5 out of 14 participants recognised CASA as the "expert/specialist/main' 
support service for victim/survivors of sexual assault, supporting Ermacora's (1998) 
claim that the experiences of rural CASA's indicate that rural professionals recognise 
C A S A as "the experts'. Eight participants identified C A S A and other services including 
the Women's Resource Information and Support Centre (WRISC), generalist counsellors, 
and psychologists, with one respondent listing a wide range of local services including 
social workers, school welfare workers, child protection services, and various other 
educational, health, and legal services. One (1 out of 14) participant referred to a lack of 
support services available to victim/survivors in their rural community as identified by 
Baxter (1992), w h o claims that choices for many rural victim/survivors are limited to 
medico-legal responses, rather than sexual assault specific services. 
In further exploring the knowledge of available support services, and processes following 
disclosure, participants were provided with a number of case studies (see Appendix D ) . 
Participants were asked to read and respond to any or all scenarios, indicating whether 
they considered the experience of sexual assault as a possibility (that is, identifying 
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possible indicators of sexual assault), and if the client were to disclose, what response 
would follow disclosure. 
Having identified clients in case studies as possible victim/survivors of sexual assault, 
examples of responses, which indicate a preference for referring on to C A S A or other 
appropriate services for victim/survivors of sexual assault, are as follow: 
Referring to Scenario 1 (Adolescent male): Participant R8 responded that following 
disclosure: 'I would refer him onto CASA, I see them as the experts. I haven't had 
training [in working with victim/survivors of sexual assault] but I would be happy 
working with [victim/survivors].. .1 would let them know CASA was available'. 
Scenario 2 (9 year old female child): Asked if they would work with this victim/survivor of 
child sexual assault, R12 responded that they would explore the issues with the child, 
then if the child disclosed sexual assault: 'I would refer her onto CASA'. 
Scenario 4 (Adolescent female): Asked what process would follow disclosure R2 
responded: "...It depends on what the person wants, whether I would be thinking if I can 
be of any help or I think a specialist (trained) professional could give the best support'. 
During responses to the case studies many participants commented on their lack of 
confidence or appropriate skills in working with victim/survivors of sexual assault, while 
indicating a willingness to participate in future training about sexual assault. Examples 
of such responses are as follow: 
• 7 am not one who is going to freak out if someone discloses to me, I am 
not at that end of the scale, but I am not somebody that sits comfortable 
with it, it's not that I'm not comfortable with what they said, but that I'm 
not comfortable with how to respond properly. So my first reaction is "Oh 
no! That must be very upsetting, disturbing to you", and then almost 
straight away I have to say "I'm sorry, but I'm not specialised in that and I 
haven't done anything in that field, and I don't really know where to go 
with that, so I need to refer you on ". For me it would be really good to 
have a basis to work with...it feels kind of like I have dropped them like a 
hot potato, and I really am conscious of that and I try not to do that, and I 
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hope my clients really don 'tfeel like that, but I do. I don 'tfeel like I have 
addressed it' (R2). 
• "...If there is chronic [sexual] abuse I don't feel I am equipped to deal with 
that. I don't really know what I need...' (Rl 2). 
The researcher believes that responses did not support an unwillingness "to develop 
expertise in the field" (Ermacora, 1998:41). Reasons given for referring clients who 
disclose sexual assault, as provided in the responses to the case studies, indicated that 
some participants felt that they did not have the skills needed for working with 
victim/survivors of sexual assault. 
TRAINING NEEDS IDENTIFIED BY PARTICIPANTS 
Following comments by some participants that they felt that they lacked the necessary 
skills for working with victim/survivors of sexual assault, all were asked to identify gaps 
in knowledge, and/or possible components for a future training program. Participants 
highlighted a number of components for such a program, including: 
• "... different approaches for working with victim/survivors, ... current 
theoretical frameworks and research (as rural professionals we are often 
out of touch [in reference to] useless statistics), ...understanding of when 
.. .[victim/survivors] need additional help...when group work is 
appropriate...' (R7) 
• "Strategies [for working with victim/survivors]...' (Rl) 
• "... What to look for [indicators of sexual assault]' (R9) 
• "Impact... [of disclosure on workers], .. .strategies [and rationale for 
follow up following disclosure]' (R13) 
• "Family dynamics...child development' (RIO) 
• "Understanding of how things fit, like people who self harm... Working 
with children deprived of love, ...Know how to engage client; Working 
with victim/survivors' (R3) 
• "Raising the issue... [ways of] working with victim/survivors and 
perpetrators...how to work with perpetrator, differences between working 
with men and women who have been abused' (R5) 
• 7 want to hear the [current] knowledge... practice...' (R4) 
• "Teach professionals not to be frightened of... [sexual assault, as] the 
professional with the resources, knowledge, and information to empower 
that person' (Rll) 
All (14 out of 14) participants indicated that further training about sexual assault could 
provide the necessary training required for working with victim/survivors of sexual 
assault, including current theoretical frameworks for understanding sexual assault; 
increased awareness of effects of sexual assault on victim/survivors; strategies for coping 
as a professional working with victim/survivors following disclosure; strategies for 
empowering victim/survivors; and, reaffirming of current skills of professionals. 
SUMMARY 
All (14 out of 14) participants showed a theoretical understanding of the causes of sexual 
assault based on feminism's analysis power. While most (8 out of 14) participants 
understood sexual assault as a gendered crime, others ignored the role of gender in sexual 
assault. In acknowledging the issues for victim/survivors associated with reporting or 
disclosing experiences of sexual assault, beliefs of the levels of reporting ranged from 
"50%' (1 out of 14) down to "do not know" (1 out of 14). All (14 out of 14) participants 
had a clear understanding of the negative long-term effects of sexual assault on 
victim/survivors. Five (5 out of 14) participants understood C A S A to be the 
"specialist/expert/main' support service for victim/survivors, while one (1 out of 14) was 
unsure of any support service available to victim/survivors in their rural community. 
It is evident from this section that the attitudes and beliefs of participants reflect 
theoretical explanations for understanding sexual assault including Psychoanalytic, 
Victim Precipitation, Family Dysfunction, and Psychological theoretical explanations for 
sexual assault based on myths which deny or normalise sexual violence, and/or 
psychologise the offender or victim, deflect responsibility for the assault from the 
perpetrator, blame the victim/survivor, and/or deny the experiences of w o m e n as victims 
of sexual assault (Kelly, 1988). These myths are seen to affect the woman/child's way of 
defining the abuse that is, she m a y question her role as a "victim* or "participant' in the 
act and this in turn m a y inhibit her ability to perceive the assault as a crime and to report 
it. Scott et al. (1995:24) claims "the degree to which these myths are entrenched in a 
woman's or child's world view and are upheld by the community of which she is a part, 
will determine the extent to which she blames herself after the assault". It is significant 
that m a n y of the participants' comments reflected adoption of these myths and this would 
impact on their practice and h o w they worked with their clients. For example, with 
attitudes of the professional which blame clients, as victim/survivors of sexual assault, 
for behaving inappropriately and/or possibly instigating the assault, it is highly likely that 
the client will adopt similar attitudes and subsequently not report the sexual assault. In 
this way, the voices of victim/survivors are not heard, and their experiences and the 
consequences of the sexual assault trivialised and ignored. 
A number of components were identified by participants (a group of rural health and 
welfare professionals) to be required training. These included a theoretical 
understanding of sexual assault and knowledge that would empower professionals to 
empower victim/survivors of sexual assault. 
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COHCI/USIOTT 
The attitudes and beliefs of participants, as a group of rural health and welfare 
professionals, about sexual assault, its incidence and prevalence, and its effects on 
victim/survivors, indicate a prevalence for a feminist theoretical understanding of sexual 
assault, with some evidence of alternative theories including psychoanalytic, victim 
precipitation and family dysfunction. These alternative theories are based on 
mythologies and dominant discourses about sexual assault, and influence professional 
discourses and practice for working with victim/survivors. 
Power and gender is explained within feminist theory to be the underlying factors for 
w o m e n and children to be most at risk of sexual assault. However, psychoanalytic, 
victim precipitation, family dysfunction and psychological theoretical approaches of 
professionals, together with victim-blaming and mother-blaming attitudes of the 
community and a lack of access to support services (for rural victim/survivors) impact on 
the ability of w o m e n to understand their role in the assault and ultimately leads to low 
reporting and disclosure rates. In subordinating and silencing victim/survivors of sexual 
assault they are denied any opportunity to move on with their lives, or to heal, and are 
further disempowered. 
The problems surrounding service provision to rural regions and the subsequent lack of 
access to support services for rural victim/survivors of sexual assault include 
geographical isolation, confidentiality and stigma (Office of the Status of W o m e n & The 
Country Women's Association of Australia, 1988). Limitations for participants, as rural 
health and welfare professionals, included a lack of confidence in their level of skills, 
limited understanding of sexual assault and its effects on victim/survivors, and personal 
issues as a professional working with victim/survivors of sexual assault. 
REASONS FOR THE OCCURRENCE OF SEXUAL ASSAULT 
A feminist theoretical explanation for the occurrence of the sexual assault of w o m e n and 
children is based on issues of power inequity between men, and w o m e n and children 
(Scott et al., 1995). Examples of alternative theoretical explanations for the occurrence 
of sexual assault are found in responses by participants, w h o refer to the dysfunctional 
family in particular, the mother's failure to fulfil her natural roles of wife, mother and 
adult parent and to protect her children from sexual assault within the family. The family 
dysfunction theory ignores issues of power relationships within families, which reflect a 
patriarchal society where males are dominant and powerful, and w o m e n subordinate and 
powerless (Breckenridge, 1992). Consequently responsibility for the actions of the male 
family member (as the perpetrator) is placed with the mother. This "mother-blaming' 
approach fails to recognise the role and responsibility of the (male) perpetrator, and 
renders his gender invisible (Breckenridge, 1992). 
Victim precipitation theory was identified in one response, which referred to the 
personality of the victim/survivor as reasons for the occurrence of sexual assault. 
Victim-blaming theory is based on myths of the "provocative/promiscuous/seductive' 
behaviour of victim/survivors and attributes blame for sexual assault to the victim, and is 
often used as a defence by perpetrators in the justice system (Carmody, 1992; Frohmann, 
1990). This theoretical explanation also fails to recognise the roles of m e n as dominant 
and powerful, and w o m e n as subordinate and powerless. 
Responses by participants that refer to the deviant behaviour and personality types of 
perpetrators of sexual assault were also apparent and indicate a psychological theoretical 
approach to understanding sexual assault. Psychological theory identifies the 
psychopathic personality traits of perpetrators as deviant and abnormal and is supported 
by psychoanalytic theories that assume the role of the "lying' child, and "mad/hysterical' 
w o m a n in the absence of the psychopathic male offender (Breckenridge, 1992). 
This study found that the majority of participants (8 out of 14) believed power inequity 
between males and females (a feminist analysis) to be the explanation for the occurrence 
of sexual assault. However, a number of responses included the roles of dysfunctional 
families (Family Dysfunction theory) (2 out of 14), victims (Victim Precipitation theory) 
(1 out of 14), and/or the psychology of the perpetrator (2 out of 14) in contributing to the 
sexual assault, while one response revealed no understanding of reasons for sexual 
assault occurring. 
Family Dysfunction theory ignores the role of power in sexual assault, including 
relationships within family systems and also renders the role, responsibility and gender 
of the perpetrator invisible (Breckenridge, 1992). The implications for professional 
practice when adopting Family Dysfunction theory, based on myths of "Incest 
predominantly takes place in dysfunctional families and working class families' (Scott et 
al, 1995:24; Kelly, 1988:35) is the focus on non-offending members of the family, rather 
than the perpetrator. Child sexual assault is seen to be a secondary symptom of the 
dysfunctional roles of family members; therefore all members accept responsibility for 
their role in the sexual assault (Breckenridge, 1992). 
Application of Victim Precipitation theory is also evident in this study, with reference to 
the behaviour of the victim/survivor in contributing to the sexual assault. As discussed in 
this thesis this theory is based on the myth: "Women who are raped want, and ask to be 
raped' (Blyth & Vernon, 1992:132; Easteal, 1994:7), which subordinates the experiences 
of victim/survivors, and labels victim/survivors as "promiscuous' and subsequently not 
worthy of society's protection (Carmody, 1992). A n implication for applying this 
theoretical understanding of sexual assault to professional practice is the focus of the 
professional on the role of the victim/survivor. This approach can lead to victim-blaming 
attitudes being adopted by victim/survivors, reinforcing beliefs of self-blame, and 
subsequently non-reporting of the offence. Furthermore, victim-blaming attitudes deny 
the impact/effects of the sexual assault on victim/survivors. 
Psychological theoretical explanations for sexual assault focus on the psychology of 
offenders, supported by myths such as "Sexual assault is perpetrated by psychologically 
disturbed, sex-crazed "madmen' (Barry, 1992:53; Scott et al., 1995:8). In being able to 
identify offender types this approach aims to "prevent' or "treat' those m e n at risk of 
offending. However, in focussing on the psychology of offenders this approach excuses 
the behaviour of the perpetrator as "sick/mentally ill'. Implications for Psychological 
explanations for sexual assault are in the "treatment' of personality types, thereby 
removing responsibility for their behaviour. 
PREVALENT. OF SEXUAL ASSAULT 
Feminist theory perceives sexual assault to be a gendered crime based on the socialised 
roles of (powerful) m e n and (powerless) w o m e n and children in a patriarchal society 
(Kelly, 1988). The prevalence for w o m e n as victim/survivors of sexual assault is evident 
in studies by Mazza et al. (1996), and D'Arcy (1999). 
The results of this study indicate the majority of participants identified w o m e n as the 
group most at risk of sexual assault. This understanding closely reflects a feminist view 
of sexual assault, as a gendered crime - a result of the oppression of females within a 
patriarchal society (Carmody, 1992). This study also reported responses identifying 
w o m e n at greater risk than males based on the behaviour of "promiscuous/seductive' 
victims (Victim Precipitation theory). This belief is based on mythologies which 
stereotype the types of w o m e n w h o are sexually abused, and the situation in which it 
occurs, and are entrenched in the perceptions of the community and many 
victim/survivors (Carmody, 1992). Victim-blaming attitudes fail to recognise the issues 
of gender and power in sexual assault. 
In identifying children and young people in stepfamilies and in families with alcohol and 
drug abuse issues as groups most at risk of sexual violence, participants refer to the 
dysfunctional family, in particular the failure of mothers to protect their child/ren from 
sexual assault. Family dysfunction theory renders the role of the offender invisible and 
blames non-offending family members for the sexual assault. 
Referring to the "highly sexual [behaviour]' of women with a mental illness and their 
obsession with sexual matters as consequently placing disabled w o m e n at a high risk of 
sexual assault relates to Freud's theory of w o m e n as "mad' and ensures that allegations of 
sexual assault by w o m e n with a mental illness are ignored. Psychoanalytic theory fails to 
acknowledge the social context in which sexual assault occurs, and ignores issues of 
power within social institutions (Carmody & Bratel, 1992). 
The use of Psychoanalytic theory fails to acknowledge the social context, in which the 
sexual assault occurs, that is the power differences between m e n and women, and adults 
and children. Relating to Freud's theory of allegations of sexual assault by w o m e n and 
children as false, attributed to "lying/seductive' children and "mad/hysterical' women, this 
theoretical approach ensures that allegations of sexual assault by both children, and 
w o m e n go "unrecognised, silenced or disbelieved' (Davidson & McNamara, 1999). The 
impact of this theoretical framework within practice includes a focus aimed at resolving 
the "seductive' behaviour or "hysteria' or "madness' of women, and/or determining the 
role of the mother in the sexual assault of children. A Psychoanalytic approach ignores 
the role of power and gender in sexual assault, the effects on victim/survivors, and the 
role of the (male) perpetrator. 
Victim Precipitation focuses on the behaviour of the victim/survivor and subsequently 
ignores and trivialises the consequences of sexual assault. A n implication for practice is 
the focus of the professional on the role of the victim/survivor, which can increase 
feelings of self-blame, guilt and shame, further disempower the victim/survivor and 
prevent any opportunity for healing. 
INCIDENCE AND DISCLOSURE OF SEXUAL ASSAULT 
Previous studies completed by the Australian Bureau of Statistics show incidence rates of 
sexual assault of 1.9% (ABS, 1996), 0.4% (ABS, 1998), and 0.05% (ABS, 2001). It was 
estimated by the A B S (1998) that only 3 3 % of sexual assaults are reported to police, 
therefore incidence rates which are based on reported police data only, as is the case for 
A B S (2001), provide a limited understanding of the "true' incidence of sexual assault. 
Feminist theory identifies issues of victim-blaming attitudes of the community, as 
deterrents for disclosure of sexual assault by victim/survivors. Responses to questions of 
incidence and disclosure revealed a limited understanding of rates of disclosure, with 
only two participants reporting rates of 2 0 % and less than 30%. These figures concur 
with findings of the Crime and Safety survey (33%) and the C A S A survey that showed 
2 9 % of victim/survivors surveyed having reported the crime of sexual assault (D'Arcy, 
1999). One participant believed less than 5 0 % ; 2 participants believed 1 0 % or less; 3 
participants believed 5 % or less; and, 6 out of 14 participants believed they could not 
determine rates of disclosure or reporting. 
This study also shows awareness by participants of the problems for victim/survivors 
associated with disclosure of sexual assault. Participants identified community attitudes 
and myths based on Victim Precipitation and Psychoanalytic theory which label 
victim/survivors as "lying/promiscuous/seductive' w o m e n and children, as issues 
surrounding disclosure - linked to the victim/survivor's fear of not being believed, and/or 
self-blame. 
This issue needs be addressed within professional practice and a theoretical approach to 
working with clients w h o disclose sexual assault that empowers and supports 
victim/survivors. 
EFFECTS OF SEXUAL ASSAULT ON VICTIM/SURVIVORS AND OTHERS 
Previous research found a wide range of emotional and physical effects of sexual assault 
on victim/survivors (D'Arcy, 1999). This study found all participants understood the 
effects of sexual assault to be wide ranging, including physical, emotional and 
psychological, affecting both victim/survivors and their families. Effects most often 
recognised by the fourteen participants included low self esteem (8); psychiatric 
disorders/depression (5); alcohol and drug issues (5); relationship issues (with peers 
and/or intimates) (5); sense of identity/self (4); and, guilt and responsibility/self blame 
(4)-
In documenting the effects of sexual assault on victim/survivors and others, this study 
also revealed the possible effects of stress and trauma on professionals following a 
client's disclosure of sexual assault. This was an issue that was not explored in this 
study, but it is suggested that a future research project explore the issue of vicarious 
trauma for rural professionals working with victim/survivors of sexual assault. 
A RURAL PERSPECTIVE 
Rural disadvantage is linked to social, economic and geographical factors (Cheers, 1998). 
The lack of rural services (Cheers, 1998) further adds to this disadvantage and also 
impacts on the experiences of victim/survivors of sexual assault in rural areas. 
Previous evidence indicates a higher rate of sexual assault in rural areas (see Carrington, 
1997), which is understood to be the result of a culture of interpersonal violence and rural 
patriarchy, where the traditional roles of rural males and females support the power of 
(dominant) m e n and the powerlessness of (subordinate) women and children (Websdale, 
1998). For rural victim/survivors of sexual assault issues of geographic isolation, 
confidentiality, stigma and lack of available services inhibit their access to support and 
increase rates of disclosure and reporting (Office of the Status of W o m e n & The Country 
Women's Association of Australia, 1988). 
Baxter (1992) referred to the limited choices for support for rural victim/survivors due to 
the lack of available support services compared to metropolitan areas, which often left 
rural victim/survivors with access to medico-legal resources only. Factors leading to the 
lack of appropriate support services identified by Sloan (1998) included: a lack of co-
ordination between services; low priority of sexual assault counselling of most 
counselling services; and, distance and financial costs involved in service provision to 
rural and remote areas and accessing training, which is often provided in distant regional 
cities or urban areas. 
Ermacora's (1998) report that the rural CASA experience suggests that the unwillingness 
of other professionals to develop expertise in the field is due to beliefs of C A S A workers 
as the experts, is substantiated in this study only in so far as C A S A was identified by five 
participants as "the expert/specialist/main service'. In relation to Ermacora's (1998) 
report of the unwillingness of rural professionals to develop expertise, this study did not 
find attitudes of participants to be consistent with this belief. This study identified 
reasons for referral to C A S A to be linked to the participant's perception that they lacked 
appropriate knowledge and skills required to work with victim/survivors of sexual 
assault. Participants when asked to highlight gaps in training around working with 
clients w h o disclose sexual assault identified these limitations. Responses included: a 
theoretical framework for working with victim/survivors; knowledge of effects of sexual 
assault, and skills and strategies for working with and empowering victim/survivors and 
also for coping as a professional working with victim/survivors. 
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RECOMME¥DATIOfffi 
A n identified aim of this study is to make recommendations that highlight areas where 
specific training about sexual assault is required. This has been done following 
consideration of both the findings of the study and training needs as identified by 
participants, including: current theoretical frameworks for working with victim/survivors 
and perpetrators; increased awareness of effects of sexual assault on victim/survivors; 
strategies for coping as a professional working with victim/survivors following 
disclosure; strategies for working with victim/survivors of sexual assault; reaffirming of 
current skills of professionals for working with victim/survivors. 
In reflecting the feminist perspective of this study, recommendations are directed towards 
a feminist theoretical framework for sexual assault, aimed at providing an opportunity for 
professionals to challenge their o w n beliefs about sexual assault. It is for this reason that 
the researcher proposes that a future training program about sexual assault be based on a 
feminist model. In addition, a feminist framework aims at consciousness raising and 
challenging attitudes and beliefs about sexual assault. Recommendations are drawn from 
Laing's (1992) training program for professionals working with victim/survivors of 
sexual assault and address those needs identified by participants. Recommendations for 
training are set out in Figure 1 and discussed below. 
This model has two tiers, the first aims at providing essential information for all health 
and welfare workers that come into contact with w o m e n and children who have 
experienced sexual assault. The second tier is directed towards health and welfare 
professionals working with victim/survivors of sexual assault in counselling and/or 
advocate roles. 
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Figure 1: Outline of suggested training program 
Tier 1: For health and welfare professionals and others working with vietim/snrvivors of 
sexual assault 
*Gender and power - a feminist perspective of sexual 
assault: the nature and prevalence of sexual assault 
*lndicators and effects of sexual assault 
Tier 2: For counselling staff- therapy and advocacy skills 
*Dealing with the strong emotions which the 
disclosure of sexual assault arouses in health and 
welfare professionals 
•Empowerment of rural health and welfare 
professionals working with victim/survivors of 
sexual assault (reinforcement of existing therapy and 
advocacy skills) 
Identified need: Current theoretical framework for understanding sexual assault 
Recommendation 1: Training session - "Feminist theoretical framework for 
understanding the nature and prevalence of sexual assault' 
A feminist analysis of the social context in which sexual assault occurs addresses the 
issue of gender (that is the majority of perpetrators of sexual assault are men, and the 
majority of victim/survivors are w o m e n and children), and power (the power inequity 
between men, and w o m e n and children) and would provide an opportunity for workers to 
explore their o w n attitudes about the nature and prevalence of sexual assault. 
Identified need: Knowledge of effects (as indicators) of sexual assault 
Recommendation 2: Training session - "Impact of sexual assault and community 
attitudes on victim/survivors and others' 
This component addresses the identified need for knowledge of emotional, physical and 
social effects on victim/survivors, as possible indicators of sexual assault. In addition, 
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exploring the effects (for example, guilt, shame) on victim/survivors of societal attitudes 
which shift responsibility from the offender to the victim, aimed at challenging those 
theoretical frameworks of workers which m a y also attribute responsibility for the sexual 
assault to the victim/survivor (Victim Precipitation theory); and exploring the impact of 
these victim-blaming attitudes on victim/survivors (for example, self-blame and non-
reporting of the offence). 
Identified need: Coping with effects of disclosure on professionals 
working with victim/survivors of sexual assault 
Recommendation 3: Training session - "Dealing with the strong emotions 
which the sexual assault arouses in professionals working with 
victim/survivors' 
This component acknowledges the emotional reactions to situations 
professionals encounter when working with victim/survivors disclosing sexual 
assault. The program would explore strategies for workers to deal with and 
cope with normal emotional responses of for example, anger or sadness, while 
being able to continue to work with victim/survivors in a helpful manner. 
Identified need: (i) Strategies for empowering victim/survivors of sexual 
assault; (ii) Empowering rural health and welfare professionals working 
with victim/survivors of sexual assault 
Recommendation 4: Training session: "Empowering rural health and welfare 
professionals to empower victim/survivors of sexual assault' 
Using feminist approaches of empowerment and advocacy, this training 
program would focus on reaffirming existing therapy and advocacy skills of 
rural health and welfare professionals working with victim/survivors of sexual 
assault. This component would acknowledge those skills and resources which 
professionals already have, and the role of these skills and resources in 
empowering victim/survivors (Laing, 1992) 
This study found that although some participants (as rural health and welfare 
professionals working with victim/survivors of sexual assault) have received 
specific training in the past, there are a large number of participants who have 
not. Sexual violence has been shown in the prevalence and incidence studies 
discussed in this thesis, to be a major issue for w o m e n compared to men, due 
to the roles of power and gender. It is also evident that attitudes and beliefs of 
the community, based on mythologies of sexual assault and supported within 
the beliefs and attitudes and discourses of professionals, can be adopted by 
victim/survivors leading to self-blame and non-reporting. The effects of 
geographical isolation and traditional roles of males and females (which 
empower m e n and subordinate and disempower women), increase the risk of 
sexual assault for w o m e n and children, and further impact on victim/survivors 
of sexual assault living in rural regions. Rural victim/survivors have reduced 
access to support services and tend not to report sexual assault due to the lack 
of privacy and confidentiality. 
Specific sexual assault training for rural health and welfare professionals 
within a feminist-based training program would provide the skills and 
knowledge for understanding and working with clients who disclose 
experiences of sexual assault, and for supporting and empowering 
victim/survivors. 
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Participant Information Sheet Appendix A 
UNIVERSITY OF BALLARAT 
We are seeking your participation in a research project entitled Attitudes and 
beliefs of rural health and welfare professionals about sexual assault. This 
project seeks to explore your attitudes and beliefs about sexual assault, and how 
you manage this issue within your work role. The project will explore your 
knowledge of the incidence and prevalence of sexual assault, its effects on 
victim/survivors, support services and referral patterns. 
Project findings will provide a snapshot of rural professional attitudes about 
sexual assault that can be used by researchers, workers in sexual assault 
services and policy makers. The University will have a useful planning tool for 
the development of curriculum that will be relevant to local health and welfare 
professionals. The findings will also add to a growing body of literature about 
attitudes towards sexual assault in rural areas in Australia. 
Information will be collected in the form of a taped interview of approximately one 
and a half hours, which will be conducted in person. Participation is voluntary, 
and agency support and approval will be obtained by the researchers prior to 
interview. 
All responses will be treated confidentially, with any identifying information 
removed and kept separately. Your responses will not be shown to your 
employer or to anyone other than the researchers. No information that could be 
used to identify individual workers will be published. The material gathered in 
this research will be kept in a locked filing cabinet, and destroyed after a period 
of five years. Tapes will be erased once the material has been written down. 
If you find any questions distressing, the researchers are experienced social 
workers and available to assist, and/or to refer you to suitable other support. If 
anv such issues should arise, please contact Assoc Prof Rosemary Green 
^53279755) You are free to withdraw from the project at any t.me, or limit you 
involvement to particular aspects of the study. 
We would encourage you to participate, as your ««• ^"<* "^ 
strategies you have used, could be very useful to other rural health or welfare 
workers. 
w v * * » Professor R o s e n s Green - , ,
 t "p^Kesea che, ' 
Any questions regarding this project can be directed ^ ^ ^ Q afs0Tal 
Associate Professor ^ ^ ^ ^ g ^ ^ ^ ^ t n c ^ about 
Sciences and Humanities (ph: 5 3 2^5\Showa you '
 H 
the conduct of this research project plea s«c°^uc'*fon™ek.pment 
Research Ethics Committee, ^ °arfP^"^H°tT^C 3353 (ph: 
Services Branch, University of Ballarat, PO Box 663, Mt Helen 
53279765 
r 
Informed Consent Form
 A p p e n d j x B 
UNIVERSITY OF BALLARAT 
INFORMED CONSENT 
4. Code number (if any) allocated to the participant 
5. Consent (fill out below) 
1
 of 
hereby consent to participate as a subject in the above research study. 
The research program in which I am being asked to participate has been 
explained fully to me, verbally and in writing, and any matters on which I 
have sought information have been answered to my satisfaction. 
I understand that: 
• all information I provide (including questionnaires) will be treated with tl 
strictest confidence and data will be stored separately from any listing tr 
includes my name and address 
• aggregated results will be used for research purposes and may be reported 
scientific and academic journals 
• I am free to withdraw my consent at any time during the study in which eve 
my participation in the research study will immediately cease and a 
information obtained from it will not be used. 
SIGNATURE: DATE: 
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LIST OF INTERVIEW QUESTIONS APPENDIX C 
Narrative responses - to be taped and noted. 
Responses are in relation to your professional role. 
1. 
2. 
Can you tell m e about your service and role within the agency? 
In your role have you come across clients who have experienced sexual 
assault? 
3. What is your understanding/definition of sexual assault? 
4. What is your understanding about reasons why sexual assault occurs? 
5. What group of individuals do you think are most at risk of sexual assault in 
your community? 
6. What do you understand to be the possible impact of sexual assault on 
victim/survivors and others? 
7. What percentage of sexual assaults that occur in your community do you 
think are reported to police? 
8. What are the support services available to victim/survivors of sexual assault 
in your community? 
9. Have you previously worked with clients who have disclosed sexual assault? 
(Yes or No)? 
10. If 'YES' can you briefly tell me: in what circumstances they talked with yo9u; 
what processes followed disclosure (referrals, agency support services, etc.) 
11. Please read attached case studies and comment on what specific details 
would indicate to you that the client might be a victim/survivors of sexual 
assault. Would you approach the issue? If so, how would you respond 
following disclosure? 
12. Can you provide information about where your beliefs/attitudes about sexual 
assault have come from, including previous training you have had? 
13. What would you consider to be necessary components of a future training 
program about sexual assault? 
Thank you for taking the time to be involved in this research project. 
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CASE STUDIES 
Appendix D 
1. Adolescent male (17 years), homeless, history of 
'running away from home' from an early age, 
drug/alcohol issues, unable to have close relationship 
with female, low self esteem, early school leaver, 
unemployed, questions own sexuality, isolated from 
peer group. 
2. Female child (9 years) recent problems at school. 
Previously a good student, recent conversation with 
teacher indicates poor achievement at school, difficulty 
relating to peers, sexual behaviour and/or knowledge 
inappropriate to age. Mother indicates that child is 
having problems adjusting to new step family situation, 
is aggressive towards step brother (15 years) and 
sister (12 years) and has started wetting the bed. 
Child also complains of headaches/stomach aches, 
and has difficulty sleeping. 
3. Adult female, 28 years, 2 children (aged 3 and 1), 
pregnant with third child (indicating that she does not 
wish to continue with the pregnancy), history of 
domestic violence (accommodated in refuges and in 
need of medical attention on a number of occasions), 
low self esteem, drug/ale issues. 
4. Adolescent female (17 years) history of self harm 
(cutting), anger, risky behaviour (unsafe drug use/sex 
etc). Intellectual disability, living at home with parents 
(older siblings no longer at home, eldest sister suicided 
at age 18 years, brother has heroin addiction). 
5. 50 year old male, drug/ale. History since age 14 years. 
History of broken/violent relationships alternating with 
long periods of social isolation, homelessness, criminal 
charges (stalking, sexual assaults - w o m e n and 
children). No family, placed into institution at age 3 
years. 
6 Female, 75 years living at aged care facility. Appetite 
and sleep patterns become erratic, mood change 
(agitated) 4-5 days prior to monthly visits home with 
spouse. 
Please respond to any or all of these scenarios. Identify if you believe 
disclosure of sexual assault is likely, if so, how would you respond?...Refer 
or work with client? 
